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’ ENSURING HEALTHY BABIES IN UPSTATE NEW
YCRK: PRESSING PROBLEMS, PROMISING
STRATEGIES

MONDAY, JULY 16. 1980

Housk oF REPRESENTATIVES,
SELECT COMMITTEE ON CHILDREN, YOUTH, AND FAMILIES,
Washington, DC.

The select committee met, pursuant to notice, at 9:07 a.m., in the
Main Conference Room, James M. Hanley Federal Building, Syra-
cuse, NY, Hon. Matthew F. McHugh presiding.

Members present: Representatives McHugh and Walsh.

Staff present: Karabelle Pizzigati, staff director; Madlyn Mor-
reale, research assistant; and Dennis G. Smith, minority staff direc-
tor.

Mr. McHugH. Ladies and gentlemen, we want to welcome you
here this morning and give a special word of appreciation to the
witnesses who will be testifying and to our friends in the media
who will carry your message out into the community.

Congressman Jim Walsh and his staff have been extraordinarily
capable and hospitable to us, and we want to express our apprecia-
tion to them as well.

I have an opening statement. My name is Congressman Matt
McHugh, and 1 serve with Congressman Walsh on the Select Com-
mittee on Children, Youth, and Families. And, of course, the hear-
ing this morning is under the auspices of that committee.

We are dealing here with a very serious problem nationally, and
a particular problem in Onondaga County and many communities
in upstate New York, including some of mine in the 28th Congres-
sional District. So, we are very grateful to all of you for being with
us l;md sharing your observations and sharing your suggestions
with us.

I will have a brief formal statement and then I will ask Jim to
make any comments he would like. And then, as I think most of
you know, we are going to do two panels of five each and we expect
that each panel will have approximately one hour. We would ask
each witness to try to limit your opening comments to five min-
utes, and we realize that may be a little bit tight, but we do want
to leave some time for i.aformal discussion, questions and answers
_ which oftentimes is most helpful. We will have to break at about
. 11:15. Some of us have to catch a 12:10 plane back to Washington.
But, again, we are very grateful for your being here and I will now
gl.ake an opening statement for our record and then ask Jim for
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Again, on behalf of the Select Committee on Children, Youth,
and Families, I want to express the committee's very great concern
for the problem of infant mortality. It is a crisis in our country. I
want to express as well the committee’s appreciation to our wit-
nesses this morning for the insights that they will provide on the
situation in New York State and on Onondaga County. Again, I
would also like to thank Congressman Jim Walsh, and his staff for
the work that they have done in highlighting the problem here and
in making this hearing possible.

Since the select committee's inception in 1983, high priority has
been given to the fiscal and developmental benefits of prenatal and
primary health care. Congress has acted in a number of ways, in-
cluding expanding Medicaid to reduce the financial barriers that
keep too many low income women and children from receiving pre-
ventive health care services.

However, our nation still has a crisis. The United States ranks
last among 22 developed nations in infant mortality—perhaps the
most telling indicutor of the health of a nation’s children. Three
hundred thousand infants die or are born with low birth weight
every year.

The miracles of medicine have brought us a long way in saving
dangerously small babies. However, medical technology has taken
us about as far as we can go. What we have to do now is prevent
low birth weight, the greatest determinant of infant death and dis-
ability, and then support families once their children are born.

After decades of steady improvement in the infant mortality
rate, the 1980s ushered in a decade of s ation. In 1987, the rate
of low birth weight actually rose to its highest point since 1979.

Today, there 1s a new urgency. In growing numbers of U.S. cities,
the infant mortality rate is increasing again. In fact, among US.
cities, Sﬁracuse has one of the highest infant mertality rates,
higher than in New York City or Beston. In my own upstate dis-
trict we face similar problems.

New and complex social crises have compounded the problem.
Rising drug abuse, syphilis and RIV infection in pregnant women
are putting even more newborns at risk. This is of special concern
because the select committee has learned that pregnant substance
abusers are much less likely to have access to prenatal care or ap-
propriate drug treatment.

ew York State health officials reported last year that if current
drug abuse patterns continue, in 1995, five percent of all newborns
in New York City alone could require costly neonatal intensive
care. Upstate is clearly not immune, since crack addition is not
li.ntx.ited to New York City, but is a growing problem in our commu-
nities.

These most recent and confounding problems come on top of
much more pervasive failures in our health care and social service
s‘{:stems. Each year, more than one-third of pregnant women-—more
than one million women—receive prenatal care judged insufficient
to puard against infant death or disability.

Financial barriers, including lack of health insurance, are by far
the most common and significant reasons that women do not get
adequate care. But there are other barriers as well, including un-
friendly and demeaning services at times, inaccessible clinics with

ﬁ
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overworked staff, a critical shortage of private health care provid-
ers, bureaucratic confusion, and limited child care and transporta-
tion options.

This morning, we will hear from witnesses about the health care
provider crisis in some rural areas of central New York that are
paralyzing maternity care systems, the role that drug abuse and
domestic violence may be playing to keeping women out of early
prenatal care in Syracuse and Onondaga County, and the need for
family planning and education.

Today we are fortunate to have the Director of the Division of
Family Health in the New York State Health Department who will
describe the success of state efforts to reduce financial barriers to
care and to improve birth outcomes.

We will hear also from local officials regarding their efforts to
reduce infant mortality, including a new community outreach
worker program, enticements to private providers to encourage
greater participation in providing care to high-risk populations,
and the effects of a Fetal Alcochol Syndrome Demonstration Pro-
gram.

We will hear about the first rural school-based clinic in New
York State offering comprehensive services for teens, about critical
parent education and home-based support services that assist fami-
lies once their baby is born, and a mentoring program that
matches pregnant teens with women from the community.

These efforts represent significant state and local strategies to
confront the infant mortality crisis in New York. But there is still
a long way to go. What is yet to be demonstrated at the national
level is a concerted, systematic plan of action matched with re-
sources to marshal all of the knowledge we have to combat this
problem. Hopefully, this hearing will bring us one step closer to
our goal.

Again, I welcome you all for being here. I look forward to your
testimony.

At this point I would like to ask Congressman Jim Walsh for any
remarks he would like to make.

[Opening statement of Congressman Matthew McHugh follows:]

OPENING STATEMENT oF HonN. MaTTHEW MCHUGH, A REPRESENTATIVE IN CONCGRESS
FrROM THE STATE oF NEW YoORK

On behalf of the Select Committee on Children, Youth, and Familiea. I would like
to express the Committee's great concern anbout the infant mortality crisis, and to
express the Committee's appreciation to our witnesses this morning for the insights
they will provide on the situation in New York State and Onondaga County. I want
to express particular thanks to my colleague. Congressman Jim Walsh. and his staff
for facilitating our visit.

Si e the Select Committee's inception in 1983, high priority has been given to
the fiscal and developmental benefits of prenatal and primary health care. Congress
has acted in a number of ways, including expanding Medicaid to reduce the finan.
cial barriers that keep tco many low-income women and children from receiving
preventive health care services.

However, our nation satill has a crisis. The US. ranks last among 22 developed
nations in infant mortality—perhaps the most telling indicator of the health of a
nation's children. Three hundred thousand infants die or are born with low birth.
weight every year.

The miracles of medicine have brought us a long way in saving dangerously smal.
babies. But medical technology has taken us about as far as we can go. What we
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must do now is prevent low birthweight, the greatest determinant of infant death
and disability, and then support familiea once their children are born.

After decades of steady improvement in the infant mortality rate, the 1980s ush-
ered in a decade of stagnation. In 1987, the rate of low birthweight actually rese to
its hi point since 1979

Today, there is a new urgency. in growing numbers of U.8. cities, the infant mor-
tality rate is increasing. In fact, among U.S. cities, Syracuse has one of the highest
infant mortality rates, higher than in New York City or Boston. In my own upetate
district we face similar problemas.

New and complex social crises have compounded the problem. Rising drug abuse,
syphilis and HIV infection in pregnent women are putting even more newborns at
risk. This is of special concern because the Select Committee has learned that preg:
nant substance abusers are much less likely to have accese to prenatal care or ap-
propriate drug treatment.

ew York State health officials reported last year that if current drug abuse pat-
terns continue, by 1995, five percent of all newborns in New York City alone could
m?’uire costly neonastal intensive care. Upstate is clearly not immune, since crack
addiction is not limited to New York City, but is a growing problem in our commu-
nitiea,

These most recent and confounding problems come on top of much more pervasive
failures in our health care and social service systems. Each year, more than one
third of pregnant women—more than one million—receive prenatal care judged in-
sufficient to sgainst infant death or disability.

Financial barriers, including lack of health insurance, are by far the most
common and significant reasons that women don't get adequate care. But there are
other barriers, including unfriendly or demeaning services, inaccessible clinics with
overworked staff, a critical shortage of private health care providers, bureaucratic
confusion, and limited child care and transportation options.

This morning, we will hear from witneasea nbout the health care provider crisis in
some rural areas of central New York that are paralyzing matemitg care systems,
the role that drug abuse and domestic viglence may be playing in keeping women
out of early prenatal care in Syracuse and Onondags County, and the need for
family planning and education.

y we are fortunate to have the Director of the Division of Family Health in
the New York State Health Department who will describe the success of atate ef-
forta to reduce financial barriers to care and to improve birth outcomes.

We will also hear from local officiala regarding their efforta to reduce infant mor-
tality, including a new communit;’ outreach worker program, enticements to private
providers to encourage gruater parucipation in providing care to high-risk popula-
tions, and the effects of a Fetal Alcohol Syndrome Demonstration .

We will hear about the first rural school-based clinic in New York State offering
comprehensive services for teens, about critical parent education and home-bssed
support services that assist families once ther baby is born, and & mentoring pro-
gram that matches pregnant teens with women from the community.

These efforta represent significant state and local strategies to confront the infant
mortality crisis in New York. But there is atill a long way to go. What is yet to be
demonstrated at the national level is a concertad, systemic plan of action matched
with resources to marshal all of the knowledge we have to combat the problem.
Hopefully, this hearing brings us one step closer to our goal.

elcome, and I look forward to your testimony today.




ENSURING HEALTHY BABIES IN UPSTATE NEW YORK:
PRESSING PROBLEMS, PROMISING STRATEGIES

A FACT SHEET

U.S. JNFANT MORTALITY HIGHEST AMONG_ DEVELOPED
NATIONS

e In 1987, nearly 39,000 babies died before their first birthdays. The
U.S. ranks behind 21 developed countries in infant mortality, with
an infamt mortality rate (IMR) of 10.1 infant deaths per 1,000 live
births, The African-American IMR (17.9) was twice the white rate
(8.6). (Public Health Service, 1989 National Center for Health
Statistics [NCHS], 1989)

e Two-thirds of all infant deaths occur in the nconatal period, or
the first month of an infant’s life. In 1987, the U.S neonatal rate
was 6.5 deaths per 1,000 live births, and the postneonatal monality
rate, deaths to infants age 1 month to 1 year, was 3.6 per 1,000
live births. (NCHS, 1989)

e Among 20 industrialized nations in 1986, the U.S. ranked 16th in
postneonatal mortality and 19th in neonatal mortality. (NCHS,
1990)

INFANT _MORTALITY RATE IN UPSTATE NEW YORK
C L G

e In 1988, over 3,000 babies died in New York State. While the
State’s IMR (10.7) declined slightly from 1985 (10.8), the African-
American rate increased from 16.1 to 18.6 during the same years.
(New York State Health Department [NYSHD}, 1990; NCHS,
1987)

e Among U.S. cities in 1987, Syracuse’s IMR (17.8) was among the
highest, compared with the IMRs in New York City (12.7) and
Boston (11.8). The Syracuse IMR increased from 16.2 in 1980 to

: 178 in 1987, then decreased to 12.7 in 1988. (National

. Commission to Prevent Infant Montality [NCPIM], 1990,

Onondaga County Health Department [OCHD], 1990)

e In 1988, infant mortality rates in other large Upstate cities ranged
from 14.6 in Buffalo, 1o 14.0 in Albany, 12.0 in Rochester, and 9.5
in Binghamton. Seven Upstate counties ranked among the ten

Q *
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New York counties with the highest infant mortality rates in 1988.
These include Herkimer (15.2), Sullivan (14.2), Chemung (13.4),
Seneca (13.4) and Orange counties (12.9). (NYSHD, 1990)

e In 1987, the African-American IMR in Syracuse (30.1) was three
times higher than the U.S. rate (10.1). While African-American
neonatal mortality remained relatively steady in Onondaga County
between 1979 and 1987, the postneonatal mortality rate for
African-Americans increased from 3.8 deaths per 1,000 live births
to 14.6. (NCPIM, 1990, NCHS, 1990)

e In 1987, 24% of Af:ican-American postneonatal deaths in
Onondags County occurred when the mother was 17 years old or
younger, while only 14% of live births were to mothers in this age
group. (OCHD, 199C)

\) GHT/INADEQUATE P ARE LINKE
TO INFANT DEATH

¢ In 1987, the US. ranked 29th in the world in the percent of
infants born too small. Nearly a quarter million infants (6.9% of
all U.S. births) were born at low birthweight (LBW), or less than
2500 grams, the highest percentage since 1979. LBW infants
account for 59% of all infant deaths and 73% of all deaths during
the first month of life. (Children's Defense Fund, 1990; NCHS,
1985)

e Babies born to women who receive no prenatal care are more
than three times more likely to be born LBW and almost five
times more likely to die than those born to mothers who receive
prenatal care in the first 3 months of pregnancy. (NCHS, 1985)

¢ In New York State, the low birthweight rate decreased from 7.7%
in 1978 to 7% in 1984 and 1985, but rose to 7.8% in 1988. In
1988, nearly 10% of Syracuse infants were born at low birthweight,
rising from 7.6% in 1980. African-American infants born LBW
were 1.7 nes more likely to die than white LBW babies in
Ononda  County in 1988. (NYSHD, 1990; OCHD, 1990)

MANY WOMEN RECEIVE INADEQUATE OR _NO PRENATAL
CARE

e One in 15 (6.1%) US. births in 1987 were to women who

-
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reccived late or no prenatal care. More than 74,000 pregnant
women received no prenatal care, a S0% increase over the 1980
rate. Over one million women each year receive insufficient
prenatal care. (NCHS, 1989; NCPIM, 1990)

Infants born to teen mothers are 2-3 times more likely to be bomn
LBW than infants born to mothers ages 25-29 and are twice as
likely to dic before age 1. In 1987, only 53% of pregnant teens
received prenatal care in the first trimester of pregnancy compared
with 79% of births to women ages 20-39. (NCHS, 1989)

In 1987, New York State ranked 43rd in the U.S. in the percent
of pregnant women who received early prenatal care (71%). Over
14,000 infants were born in New York to women who received no
prenatal care. (Hughes, 1988; NCPIM, 1990)

EARLY PRENATAL CARE UNAVAILABLE, UNAFFORDABLE FOR
MANY

One-fourth of women of reproductive age (15 million) have no
insurance to cover maternity care; two-thirds of this group (9.5
million) have no insurance a. all. (Institute of Medicine [IOM],
1988)

One-third of women who lack health insurance begin prenatal care
in the first trimester and make nine or more visits, compared with
four-fifths of privately insured women. In 1987, 63% of surveyed
Medicaid recipients and uninsured women, and 69% of low-income
teens received insufficient prenatal care. (General Accounting
Office |[GAO], 1987)

In 1987, 15 New York counties reported that more than 35% of
women of child-bearing age were in families with incomes below
185% of poverty (821,480 for a family of four). In 1788, 1.9
million nonelderly New York residents (12.5% of the population)
lacked health insurance. (Alan Guttmacher Institute [AGl], 1987,
Employec Benefits Research Institute, 1990)

In New York, over 13,000 infants (5% of all New York births
between 1984 and 1986) were born in counties that had no clinics
that provided prenatal care. (AGI, 1989)

More than one-third (37%) of obstetricians report they do not
provide carc to Medicaid patients. Obstetricians who d¢o take

10
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Medicaid recipients see, on average, about 12 patients each year.
(Hughes, 1989)

) ON, CHILD CAR AND DRUG US
QOBSTACLES TO CARE

e In two studies, 60% of Los Angeles County women and 73% of
New York City women with no care stated that they had tried to
obtain care but faced a variely of obstacles. (IOM, 1988)

e Attitudinal barriers were cited by 39% of surveyed women who
obtained inadequate care: 22% cited fear of doctors and medical
exams; 10% cited fear of arrest or deportation; 10% cited cultural
biases against male providers. In a New York City hospital, 52%
of women who had reccived no prenatal care cited fear of
hospitals, dociors, or procedures as a primary reason for not
secking care. (GAO, 1987; IOM, 1988)

e Transportation problems were cited as a factor in preventing
women from receiving adequate care by 38% of surveyed ob-gyns
and 23% of interviewed women who received inadequate care.
(American College of Obstetrics and Gynecologists [ACOG], 1989,
GAOQ, 1987)

e Child care was cited as a factor in not obtaining sufficient prenatal
care by 24% of surveyed ob-gyns and 16% of surveyed women.
(ACQG, 1989, GAO, 1987)

e New York City cocaine abusers were seven times less likely than
non-abusers to have received prenatal care. (New York City
Department of Health, 1989)

PRENATAL CARE, EARLY INTERVENTION, PARENT
EDUCATION KEYS TO HEALTHY INFANTS AND COST SAVINGS

e In a recent study of 985 premature and low birthweight infants in
eight U.S. cities, LBW infants who received carly comprehensive
medical and educational intervention from birth through age 3 had
mean [Q scores 13.2 points Ligher than those in the control
group. Children who did not receive the intervention services
were almost three tines more likely to have 1Q scores indicating
mental retardation.  (The Infant Health and Development
Program, 1990)
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e In 1988, panicipants in the New York Statc Prenatal Care
Assistance Programs had lower LBW rates than infants born to
nonparticipating mothers with similar risk factors (7.6% compared

- with 10.1%). African-American participants were 65% less likely
to give birth to LBW babies (9.5% compared with 14.3% of
matched cortrols). (NYSHD, 1990)

e In Elmira, NY, participants in the Prenatal/Early Infancy Project,
which provides comprehensive nurse home visits had improved
diets, reduced cigarette smoking, reduced incidence of verified
child abuse and neglect, lower numbers of emergency room visits,
and increased use of informal support and community services.
Most participants were employed longer and had fewer subsequent
pregnancies. For mothers under age 17, birthweight improved by
nearly 400 grams. (Olds, 1989)

e A survey of neonatal intensive care unit costs in 1985 show that if
only 20% of LBW infanis could be born at weights 250 grams
heavier, $70-95 million could be saved. Every $1 spent on
prenatal care saves $3.38 in the costs of caring for LBW infants.
(Schwartz, 1989; Select Committee on Children, Youth, and
Familics, 1988)

7/16/90
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Mr. McHUGH. Jim.

Mr. Wars. Thank you very much, Matt. I would like to thank
you for being here and welcome ]you to Syracuse. I would also like
to thank Chairman Miller for calling this hearing. It is unfortunate
the Chairman could not be here, but I want to assure everyone
here today of his real sensitivity to this problem and his interest in
today's testimony.

Congressman McHugh, as many of you know, is from Ithaca,
New York, is a member of this committee, and is also a highly re-
garded senior Member of the Congress, and a highly respected
force on the Appropriations Committee.

I prepared a formal statement and 1 have submitted it for the
record. So instead of making my statement, I would like to give up
my time to hear from the peopi‘;e I consider to be the experts. You.

For everyone's information, the people who will testify here
today know a lot more about the problem than Congress does. They
know a lot more about low birth weight, prenatal care and proper
nutrition. That is why we are here today. We do not want to sit
here wringing our hands. We want solutions. We want approaches.

I know our community has ideas. We are on the front lines of
this war. We have a higher incidence of infant mortality than most
other communities our size. I would like Congressman McHugh,
and the committee staff who have traveled here from Washington
today to hear how people in central New York work to care for one
another.

I salute you, the people who are trying to solve this problem. I
would like to welcome everyone, including the news people who are
here today to help raise awareness of this horrible health dilemma
that we face.

My formal statement includes some statistics I am sure others
will mention. Rut when you hear these statistics, remember we are
talking about intants, the most helpless among us.

Thank you.

[Opening statemer.t of Congressman James Walsh follows:]

OPRNING STATEMENT OF HoN. James T. WaALSH, A RePRESENTATIVE IN CONGRESS
From THE Sta=x oF NEw YoRrK

I want to thank Chairman Miller for convening this importa: t hearing so that
the Select Commitiee can gain a greater insight into one of the most vexing medical
and social problems in our natjon today. I want to also thank my colleague, Mr.
McHugh, for chairing this hearing and for his support in making it a reality. This
hearing is not only important to upstate New York, but to the nation as well. It is a
continuation of the work the Select Committee began last Octeber with a hearing on
infant mortality in Washington. DC ! am ple that one of today’s witnesses. Dr.
James Miller, was also part of that hearing. We look forward to learning about the
pr Onondaga has made.

early 40,000 babies born in the United States this year will not live to see their
first birthday. While public attention generally focuses on infant mortality. the nu-
cleus of this problem 18 the incidence of low birthweight. One-quarter of these infant
deaths could be prevented with adequate prenatal care and proper nutrition. Al
though only 7 percent of all births are low birthweight, these babies account for
almost 60 percent .. Il infant deaths.

The costs of caring for a single low birthweight infant can reach $400,000. In 1988,
the hospital costs alone for low birthweight babies was approximately $2 billion.
The cost of prenatal fare which might prevent the low birthweight condition in the
first place may be just $400. .

National statistics do not give us enough information about infant mortality. We
need to consider the differences among the states. In the past ten years, New York
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has reduced its infant mortality rate from 15.5 to 10.7, but still trails 26 other
states, including New Jersey, \West Virginia, Kentucky, and Texas.

Although the national infant mortality rate has declined to 9.9 percent, the
United States ranks behind 21 other developed countries. This progress which has
been made. however, disguises the fact that the infant mortality rate for blacks is
twice the rate for whites.

There are three parts to the infant mortality issue—medical, social, and organiza-
tional. Much of the decline in the infant mortality rate over the past fifteen years
has been attributable to technology. But we are reaching the technological limita-
tions of acute care madicine for newborns. From the medical perspective, there is
unanimous agreement that significant reductions in the infant mortality rate will
depend on the increased use of preventive measures. Low birthweight is the major
predictor of mortality in the first year of life.

From the social perspective, we must become aware of the relationship of drug
use to infant mortality. Last fall, Dr. John Niles, the President-elect of the Medical
Society of the District of Columbis, informed the Select Committee on Children,
Youth, and Families that the infant mortality rate in D.C. had declined to 18 per-
cent in 1983. But now the rate is nearly 30 percent. Dr. Niles blamed the increase
solely on crack cocaine,

When examining the social variables which contribute to the infant mortality
rate, we must also consider single parenthood and adolescent pregnancy. In many
ways, infant mortality is as much a social problem as a medical one. Family life is a
critical predictor of health status. Unmarried mothers are more than three times as
likely as married mothers to obtain late or no prenatal care. The United States has
an infant mortality rate which is twice that of Japan. To gain some insight into why
this is so, compare the United States teenage pregnancy rate of 98 per 1,000 women
to Japan which is 10 per 1,000. On the other hand, studies among migrants and ref-
ugees show that even the poorest of the poor can have healthy pregnancy outcomes
if the supporting social structure is intact.

For our part, we policymakers should focus attention on the third part of the
problem, the organizational aspect of the infant mortality rate. There is now ample
evidence that patterns of miscommunication, poor coordination, and emphasis on
function rather than mission plague our maternal heaith care delivery system. Last
fall, the Assistant Secretary for Health told the Select Committee that there are 93
separate programs administered by 20 different agencies which have an impact on
infant mortality. The current public maternal and child health care system offers
services in a manner which virtually guarantees that a woman will face gaps in
needed care,

In large measure, Congress is responsgible for the lack of program effectiveness in
maternal and child health programs. Fragmentation forces administrative officials
to compete for resources and focus only en their program performance rather than
to cooperate and work together on mutual goals. And it is a tragedy that Washing.
ton makes it so difficult for the local health professionals to use their expertise in
providing care to some of our neediest citizens.

1t is an honor to convene this hearing so that the Select Committee and all of our
colleagnes in Congress can become informed about the strategies you have under-
taken to address this regional and national tragedy.
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FACTS AMD PINDINGS
U, 8. INFANT MORTALITY RATES, 1968~1986

U.S. Infant Mortality Rates, 1968-1986
rates per 1,000 of live birtha

' B whites att races  [_Jblacks

Source: DNHE/NCHS, 1988

o The decline of infant mortality rates in the 1970s, shown in
the chart 2bove, has been attributed largely to the invention of
medical technology for the cars of premature and other critically
111 newborns. In the 1980s, this decline hax slowad tresendously~
-partly because of a lack of progress in primary prevention of

conditions which lead to infant death. roc, sochidity and Moetal tty Vepkiy Bacort,
Sept. 22, 1900, Vel. 32, No, 37, P, 435.)
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° In 1978, the infant mortality rate for whites was 12.0 deaths
per 1,000 live births; for blacks 19.2 Per 1,000. One explanation
for the higher rate of black infant deaths is that black births are
more concentrated in the high risk groups. In 1983, 25.0 percent
of all black births were to tesenage mothers., compared to 12.0
percent of white births. According to the Department of Health and
Human Services, black mothers are alsc more likely to receive lata
prenatal care. (e 19% ¥esith Qblectives for the Kation: A Nideouess Revigw, Office of Diswese
Pravention ant Neeith Promotion, MBLic Neelth Sarvices, NS, 1986, mp. 34-30.)

o Factors known to have a negative impact on infant mortality
include the continuing high rate of teenage pregnancy and barriers
impeding accesa to prenatal, perinatal and intant care,
particularly for high risk groups. :

Mideourse Revicy, Office of Disetes Pravention and Neatth Promatian, Mublic realth Secvice, Ding, 1968, p. 37.)
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CAUSES OF IMNFANT MORTALITY

-

{ Causes of Infant Mortality, 1986
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o This chart shows the leading causes of infant mortality with
birth defects, prematurity, and sudden infant death syndrome
accounting for 52% of all infant deaths. Although infant mortality
has declined during the 20th century, the percentage of infant
deaths resulting from birth defects has increased steadily. In
1986 birth defects were an underlying or contributing cause of
death for 9093 (23.3%) infants. The fedoral government and 22
atates maintain surveillance systems tor birth defects. (o« Morhidity
Al Moreality Weekly Renors, $ep. 22, 1989, vol. 38, Wo. 37, pp. 433-38.3

o Sudden Infant Death Syndrome (SIDS}) is the most important
cause of postneonatal mortality. In 1982, The rate for SIDS was
132.2 per 100,000 live births, accounting for more than a third of
postheconatal deaths.

o
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LOW BIRTHWRIGHT

o The incidence of low birthweight (LBW) is an important
indicator of infant morbidity and mortality. From 1975 through
1987, tha overall incidence o* low birthweight declined by 6&.6%.
Although LBW declined for both whites and blacks, the decline was
substantially slower for black (2.9%) than for white (9.3%)
infants. fu.s. fubtic Nealth Service, Centers for Oisease Control, NMorbidiey and Mortatlity Neekly Repore,
39490, p. WM

LOW DIRTHWEIGHT ~ United States, 1975-1987
(Rates per 1,000 live births: less than 2,500 grams)

Year All _Races ¥hite Black
1975 73.9 62.6 130.9
1980 68.4 57.0 124.9
1985 67.5 56.4 124.2
1987 69.0 56.8 127.1

{Canters for Disense Controt: Norbidity and Nortality veekiy Bepect, March 9, 199Q/vol. IP/N0.9, p. WP. Pwiic
Kealth Service, US DNNS)

o *From 1981 through 1985, the rate for full-term LBW infants
declined by 7%, but the rate for preterm LBW infants increased by
28%8.% 0. po UM

o “The decline in the overall rate of LBW is due to the
reduction in the rate of full-term LBW infants. In comparing
births by gestational period, we find greater ioprovement among
black infants than white infants. Although praeterm black infants
have a higher incidence of LBW than white infants, black infants
which are carried to term (greater than 37 weeks gestation) have
a lower incidence of LBW. The greatest declines in low birthweight
and very low birthweight (less than 1,500 grams) are for full-term
black infants.™ Ubia.,

! *From 1981 through 1985, the rate for full-term LBW infants

declined by 7%, but the rate for preterm LBW infants increased by
2%." g
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NYRIAD PROGRAME CNARACTERXZE FEDERAL GOVERMNENT ROLE

‘ Federal Maternal Health Programs
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o The t.S. Department of Health and Human Scrvices (HHS} and the
U.8. Department of Agriculture (USDA) share the responsibility for
administering the maternal health programs. At MHS, authority is
diffused through the Public Health Service, the Health Care
Financing Administration, and the Office of Human Development
Secvices. 1In turn, each of these divisions enter intc grants and
agreements with the states and private sector providers. USDa
adainisters 83 grants urnder the Special Supplemental Food Program
for Women, Infants and Children (WIC) and another 28 Commodity
Supplemental Food Program Projects.

There is a second layar of adninistration at the grantee
level, which is most often performed by a state. However, there
may also be another separate grantee for a specific program within
a state. Thus, authority may be further divided. Finally,
maternal health services are actually delivered at the local level
by a variety of providers including thousands of private doctors
and hospitals, 4,000 Title X clinics, 7,500 wWIC sites, 550
community health centers, 1,000 local health departments, and 125
migrant health centers,

>
{w
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This organizational chart does not include other types of
programs which are only indirectly related to maternal health, but
which are becoming increasingly important to healthy pregnancy
ocutcomes. Such programs includ- alcohel and drug abuse prevention
and control of infectious and sexually transmitted diseases,
including the human immuncdeficiency virus (HIV). Nor deas this
chart include the research compcnent of lowering the infant
mortality rate. Thus, if all programs were included, *he chart
would be significantly expanded.

o “A recently daveloped inventory of Federal programs related
to infant =mortality indicates a total of 9} Federal programs
administered by 20 Federal agencies address issues related to
infant mOYtality.™ (statement of James 0. Msson, K.D.. Asst. Fecy. for Wealth, KNE, for the Setect
Comatttee haaring “Caring for New Mothers: Pressing Problems, Few Solutions,” p. *3 of heering recore,}

ATTITUDES AND BERAVIORS INFLUENCE USE Of HEALTHK AND SOCIAL SERVICES

o ®Douk .ing the amount of Money the nation currently spends on
prenatal care, and making it universally available free of charge,
will still not convince many pregnant women that taking advantage
of such care is worth their time. ™ (xarmet K. 0. Sirgh, “Stork Reality - Wy America’s
infents Are Dying,” PoliCy fevify, Sprtng 1090, p. &2)

o **T don't know how spending more on prenatal care is going
to make any difference to the woman who uses crack. Use of drugs,
not poor nutrition, is the leading cause of low birthweight. You
hear a lot about how nutriticnal deficiencies, lack of funds for
WIC, etc., are responsible for low birthweight, but that's simply
false. (It} is not caused by poor feeding prcgrams--it's usually
caused by the hehavior of the mother. '™ [r, George Granam, prof. of humn nuteition,
Johoe Nopking tatv., in Singh, tbid., p. &1

o % (M)ore and more health care experts...conclude that America’s
high rate of infant mortality, at least in certain areas, may be
nore of a social than a medical problem.® ubig., p. &%

o *We must recognize that most of the world's major health
problems and premature deaths are preventable through changes in
human behavior and at low cost. We bhave the know-how and

technology, but they have to be transformed into effective action
at the community level.™ iworld vealts Groamzation Director General Dr. Niroshi NsxAjime 3n
The State of the World's Chiideen, 1990, WKICEF: Oxford Univ. Prese. p, 14

FRAGNENTATICN A BARRIER TO NCH SERVICES

o “We all have to recognize that our prenatal care s/stem...is
a patchwork, sort of crazy quilt of programs. Any effort te improve
their coordination, to simplify their relationships, to build them
together...is going to fix the problem, not incremental changes at
the margin. ™ (Seran Frown, srenatsl Care Study Director, Insfifute of Nedicine of the National Acadesy

20
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of Scterces, (n Infacts wt RIARL Ia the Fede i Goverrmmant Assucing Prenstal Cxee fof Pooc Vomen?, Testimony
mtere the Neuse Cammittew on Severrmment Opuretiorn, /304N

o *Although a low-{ncome woman may now ba 'entitled’' to prenatal
care services under Nedicaid, she often faces a cumbersome
e)igibility precess, long waitas for appointments, inhospitabla
conditions at health care =mites, or no means of transpertation to
appointments.” wsaticel Comisaton to Prevent infant Mortetity, Iralic: Yreoe: The Nealth of
AmeciSa’s EeEt GEDRTEUIGD. feb. 1990, pp. 6:7.}

o “Even when fully funded,...programs are Jdifficult to
coordinate beacause they are often independent of one another (with)
separate administering agencies, rules, and guidelines..."
tinstitute of Nedictre, Pranatel Cars: Eeachins mothers, feachine Infants, N8, p. 70

o "WIC services and prenatal care are not routinely
coordinated...(L)ow rates of participation were attributed to many
of the same barriers to coordination that exist between Medicaid
and publicly financed prenatal services.™ (e

S "We lesarned that things are really terrible out there in
regards to maternity health service. And they are so terrible that
the congressional penchant for incremental changes will not fix
this problem. (Exre pevidsan. Setect Committoe on Chitdren, vouth, and Famtltes. CaCing for Ney

Mothecs: Preseing Probieme, ¥Mv $olytigon. Weahington: 1990. p. 643

o "Expanding Medicaid alone, adding home visiting alone,
supporting nurse midwives alone, increasing reimbursement alone,
nothing alone will solve the problesms. There must be major
fundamental change in the ways we finance and deliver care for low-
income women."™ Davidean. p. 6.}

o "In this brief{ testimony, I would like to offer a radical
proposition, namely, that Medicaid is part of the problem, and not
part of the solution. We will soon be “celabrating™ the 25th
anniversary of Medicaid, yet during that period, the status of the
U. 5. infant wmortality rate relative to those of other developed
nations of the world has declired. The availability of providers
willing to accept indigent pregnant women has declined, while the
nuxber and proportion ol Americans uninsured for medical expsnses,
particularly those Americans in their prime reproductive years, has
gone up. Tesnsge parenthood and single parenthood, two risk
facturs associated with risk of lovw birthweight and infant
wortality, have also gone up. These are evidence of system-wide
failure, yet we continue to consider piecemeal solutions which only
tinker at the margins, solutions which have fajled at every step
to keep up with the pace of deteriorating circumstances among the
weakest and most vulnerable of our population.® timethan s, Kotch, x.0.,
NPN., Ohafr, Council on Meternsl & Child Meolth, satfonal Assoctiation for public wealth Policy. gelect
Committee. p. 235.)

o “Categorical programs usually focus on well defined health
problems which miss the broader health issues of an individual or

Qv
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ramily and in the strictest sense ignore the existences of other
related services that could benefit the individual or family.
Staff frow one program cannot assist in ancther programs, even
though one may have down time due to *no shows” and another may be
jammad, There is freguently duplication in record keeping and data
reporting. All must be administered independently, which adds to
the manager’s workload.™ itiean sbeciy, R.U., H.B.N., Director of Personel Meslth Services,
Secrian County Wealth Papuetoent, Benten Karbor, Nichigan. Select Cammittee. p. 378.)
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MEDRICAID COVERAGE FOR FREGMANT WONENM AMD YOUNG CEILDRRMN

o In 1986, Congress for ths first time alloved states to
sdecouple® Medicaid eligibility from APDC eligibility and enacted
other changes to expand coverage for pPregnant women and infants,
All but tvo states have implemented the optional reforms in whole
or part. In 1987, Congresa authorited optienal expanded caverage
for vomen and infante (to age one) up to 1858 of poverty level.
As of April 19%0, coverage for children (to age six) and pregnant
vomen with incomes at or below 133% of poverty was made mandatory.
This etate-by-state table summarizes the scope of coverage for
women and children:

State Madicald Covernge of Pregunast Women sad Yosng Childres, Janeacy 1990
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Mr. McHucs. Thank you very much, Jim.

I would like now to invite our first panel to come up and take
their seats at the table. As thuy are coming up, and the first panel
will include: Dr. Monica Meyer, who is the Director of the Division
of Family Health with New York State Health Department in
Albany; Dr. James Miller, who is the Commissioner of Health here
in Onondaga County; Susan Stone, who is Prenatal Care Assistance
Program Director with the Mary Imogene Bassett Hoepital in
Cooperstown; Mary Cooper, the Associate Administrator of Family
Planning Services in Onondaga County Health Department; and
Tom Herbek, Chief Executive Officer of the Family Health llet-
work of Central New York and is Chairman of the Rural Migrant
Committee Community Health Care Association of New York State
in Cortland.

We are very grateful to all of you for being here. Let me mention
for the record before we begin that we will mnclude in the record a
statement by the ranking Republican on the select committee, Mr.
Bliley. And I would say to anyone here who does not have a state-
ment for the record ti;is morning that there will be a two-week
period after the hearing during which you can submit for the
record a statement which the.committee would be delighted to re-
ceive.

[Statement of Congressman Thomas J. Bliley follows:]

StaTeMENT oF Hon. THosMas J. Burxy, Jr., A RepreseNTaTIVE IN CONGRESS FROM THE
STATE OF VIRGINIA AND RANKING RRPUBLICAN MEMBER

Frustration over our inability to lower the infant mortality rate has turned into
puzzlement as we consider differences among the states. For example, Massachu-
setts now has the lowest overall infant mortality rate in the nation. But its rate
among blacks is higher than the infant mertality rate for blacks in Louisiana,
which has one of the nation’s highest overall infant mortality rates. Connecticut,
which has the highest percapita income in the nation, has a higher black infant
mortality rate than Arkansas, which ranks near the bottom of the income scale in
46th place.

What dnes this tell us about how services are organized and delivered to the popu-
lation in need? ‘

The current public maternal and child health care svstem is organized in a
manne}r which virtually guarantees that & woman will face gaps in needed care. For
example:

WIC enrollment among prenatal care patients averaged only 58 percent.?

[a) study in Hartford. Connecticut, showed that among teenagers under 18 there
was a mean delay of almost 5 weeks between confirmation of pregnancy and a first
prenatal visit.*

A study in Ohio found thal, among a sample of low-income women, close to 40
percent waited 2 months or more after a positive pregnancy test to contact a prena
tal care provider for appointment.?®

The delivery of services to pregnant women and children has followed the scientif-
ic management model. Whether intentional or not. the federal government has tried
to manufacture healthy children by using the same management model as it used to
build bombers in World War 1I. That is, it broke the service system down into sepa-
rate categorical programs ameng program specialists—social workers, dietitians,
family planning counselors, prenatal care providers, etc. This strategy may be suc-
cesafully employed in building an air force, but not for building strong families and
healthy babies.

1 Institute of Medicine Prenatal Care, Reaching Mothers, Reaching Infants. Nationu! Acade
my Prees. Washington, D (. 19xK
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The 101ist Co has continued this piecemeal approach to the problem of
infant mortality. it has increased funding for the Maternal and Child Health Block
Grant and the Special Supglemental Food Program for Women, Infants and Chil-
dren (WIC), and has expanded Medicaid coverage for pregnant women and infants
to those under 133 percent of the federal poverty level. In last year's Budget Recon-
ciliation, authority was provided to fund small demonstration 'pmjecta featurinﬁ
“onestop shopping,” home visitini or case manﬁement out of the MCH Bloc
Grant if funda are available. But there is no overall strategy to change the status
quo.

For their part, states are taking advantage of these legislative changes to make
improvements in the delivery system structure. As of January, 15 states now offer
Maedicaid coverage to pregnapt women and children whose family income is up to
185 percent of the poverty level. Another 4 states offer coverage up to 150 percent of
poverty. Forty-two states have dropyed assets tests; half of the states have imple-
mented presumptive eligibilit{; ¢ 17 states have formed new authorities to coordi-
nate p ms and policies.® In 1880, Medicaid spending accounted for only 9 per-
cent of all state spending}.’ In 1990, it will account for nearly 14 percent. The states
are doing exactly what the ‘‘experts” are advising them to do, but is it enough to
avercome the problems built into the organizational structure?

We are rapidly approaching a point at which we must see results from these
changes. Has Medicaid expansion really provided more services to more pe?Fle, or
has it merely shifted clients from other ms onte the Medicaid rolls? Has ex-
pansion resulted in the provision of med‘i)cs services to those who were previously
denied services, or has it simply shifted how the bill was paid? Has expansion to
higher income groupe redu infant mortality rates among minority populations?
Have Medicaid administrative reforms been successful in bringing those who were
eligible for services but who did not participate into the service system? Has the
increase in resources brought a proportionate reduction in the infant mortality
rate? If these changes do not reduce the infant mortality rate, we must reconsider
our entire approach to the organizational strategy on infant mortality.

There are s number of problems in the present fragmented delivery system. First,
it creates competition for resources. Second, it is terribly wasteful. h categ‘%rical
program has generated its own set of bureaucratic demands to satisfy. While Wash-
ington is engaged in power politics, resources which could be used to serve clienta
are wasted on administrative costs. The Select Committee on Children, Youth, and
Families visited a clinic in Connecticut last December which juggles 17 different
Federal, State, and Local =sgistance programs. In a survey we conducted last fali on
the availability of maternal and chifd health services, we found that 88 percent of
providers receive support from more than one funding source. Seventy-seven per-
cent receive funding from more than three sources. Multiple funding sources mean
that there are multiple guidelines and reporting requirements as well as unpredict-
able fluctuations in t}l)xn ing amounts.

Third, it deg‘ends on the client to assemble the parts. This often creates new artifi-
cial barriers. For example, why is tranaportation a medical issue? Because Congress
created a fragmented delivery system. The latest buzzword in health care, case-man-
agement, is neither a particularly new nor innovative idea. Case management is a
reasonable response by local officials who are confronted by the problems presented
by categorical programs, but we should also recognize it as another band-aid to fix a
problem created by the fragmented system. Reimbursement for case management
costs about half of prenatal care itself.

Fourth, when you set up a system to “produce’ something, you have to preduce
something that can be counted. It is very difficult, if not impossible to prove cause
and effect in a social services evaluation for the simple fact that so many variables
must be considered. Thus, we tend to mearure the process rather than what really
matters, which is individual client outcemes.

Finally, the scientific mansgement model assumes that there is somecne oversee-
ing the entire process and who is in charge of the final outcome. But it is clear that
in the existing MCH health system, no one is really in charge of the major financial
commitment to improve the lives and health of Americans. The services for preg.
nant women and children are really quite simplc. But the administrative system
has bacome so complex that no one is held accountable.

We need a resultsoriented approach to the problem of infant mortality. The solu.
tion that I have offered, along with Congressman Walsh, the Consolidated Maternal

¢ Jeffrey J. Koshel. An verview of State Policies Ag‘«'n Adolescent Pregnancy and Parent.
mq. National Governors' Association. (Washington, D.C.: 19%!. p. Il
Koshel. p. 23.
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and Child Health Services Act, is a creative approach to harness the combined

wer of more than $7 billion to improve the health care of mothers and children.
ﬁris proposal recognizes that the incremental approach to health care management
for pregnant women is a barrier, not a gateway, to further reduction in infant mor-
tality and other poor health outcomes.

This concept will eliminate barriers to comprehensive care by giving a woman im-
mediate access to all services, from preventive services prior to pregnancy, to prena-
tal care including nutrition services during pregnancy, to postpartum care, all from
a single provider. Delays in obtaining prenatal care will be eliminated. Children will
receive immunizations, health care examinations. preventive laboratory testing. ead
nutritional services all in one place. Prevention will take its rightfu, place in the
maternal and child health system to reduce infant mortality and long-term disabil-
ities.

A consolidated delivery system offers great potential for breaking the welfare
cycle, holding the line on skyrocketing health care costs, and for returning to the
traditional federalist roles in which the Federal government provides the capital for
states to manage as full-fledged partners. The Federal government should not make
it so difficult for the state and local authorities to do their job in providing client-
based care. The first step to making government programs “‘kinder and gentler” is
to make them easier to use.

Mr. McHucH. 1 think, Dr. Meyer, we will start with you.

STATEMENT OF MONICA MEYER, M.D,, DIRECTOR, DIVISION OF
FAMILY HEALTH, NEW YORK STATE HEALTH DEPARTMENT,
ALBANY, NY '

Dr. MEyYERr. It is the responsibility of the New York State Depart-
ment of Health to protect and promote the public health of its citi-
zens. A critical indicator of public health is infant mortality and its
corollary low birth weight. In New York State, in 1989, infant mor-
tality dropped for the first time in three years from a static 10.7
deat%s per thousard births to 10.4 deaths per thousand, a three
nercent reduction in infant mortality. In upstate New York, this
was a drop from 8.7 to 8.4 deaths per thousand. Similarly in New
York State in 1989, low birth weight fell from 7.8 to 7.7 percent of
all births, the first dip after a steady rise for the previous three
years. The numbers are provisional, they are not dramatic, but
they are significant.

hile we are encouraged by this apparent trend, we are all too
aware of its fragility in our society, a fragility tho. results from the
many paradoxical factors contributing to the stetus of child
health—increased entiilements to prenatal care and child health
care and social support systems resulting from Medicaid expan-
sions and various Title V and state programs on the one hand and
on the other hand, deepening poverty—especially among children,
increasing evidence of family and social disfunction as manifested
by increasing rates of child abuse and neglect, growing documenta-
tion of prenatal substance abuse, non-declining rates of adolescent
pregnancy and school dropouts despite investment of significant re-
sources in adolescent pregnancy prevention and education. Let me
briefly give some numerical evidence of these factors.

Poverty: In 1987, 23 percent of New York State children were
living in poverty. And perhaps an even more sensitive indicator,
during 1988, 25.5%, one quarter of the births listed Medicaid as the
primary payor for delivery.

Adolescent pregnancy: There were over 1500 pregnancies to
women 10 to 14 y~ars of age in New York State, for a rate of 2.9
per thousand. Teenage New York State residents showed a 13 per-
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cent increase in pregnancy rate. Again, despite the resources being
put into adolescent pregnancy prevention.

New York State's infant mortality rate, as I mentioned, in 1988
was 107 deaths per thousand live births. Nonwhite New York
State residents had an infant mortality rate 58 percent greater
than their white counterparts: 14.7 versus 9.3 deaths per thousand.
The gap between white and nonwhite infant mortality has not
changed substantielly through 1988.

For New York State, excluding New York City, in 1987, the
infant mortality rate for infants less than 2.5 kilograms, or less
than rormal birth weight, was 71.4 per thousand compared to 4.9
per thousand for babies weighing more than 2.5 kilograms. The low
birth weight rate for nonwhite New York State residents was
12.7%%, more than double the white rate of 5.9%.

To what do we attribute the fact that New York State still ranks
significantly worse than the national rates of both infant mortality
and low birth weight? Teasing out the multiple factors is difficult.
We know that in upstate New York as a whole, we do better than
the national average for both infant mortality and low birth
weight, and yet there are significant geographic and ethnic pock-
ets, as you both pointed out, in upstate New York where rates of
infant mortality and low birth weight show great variance. For ex-
ample, in Syracuse in 1987, infant mortality was 1.5 times the
infant mortality rate in Onondaga County as a whole. And for this
past decade, the nonwhite infant mortality rate was approximately
2 5 times the infant mortality rate among white infants in Ononda-
ga County—27.4 deaths per thousand as opposed to 11.6.

Some indicators of morbidity that may be more specific to New
York State and that are frequently interrelated are maternal HIV
infection, syphilis, and substance abuse.

DBetween November 30, 1987 and December 31, 1989, New York
State has tested anonymous blood samples from 581,605 newborn
infants. Of these .f5 percent were positive for HIV infection. The
presence of HIV antibody in newborns indicates infection of the
mother and not necessarily infection of the infant. But recent stud-
ies show that approximately 30 to 35 percent of infants born to
HIV-infected mothers are themselves infected.

For those newborns with identified race or ethnicity on birth cer-
tificates, blacks and Hispanics accounted for 87 percent of the sero-
positives, but only 35 percent of the newborns tested. The statewide
seropositivity rates by race or ethnicity were: 1.83 percent of all
black newborns were positive for HIV infection, 1.3 percent for His-
panics, and .12 percent for whites. The prevalence of HIV infection
among women giving birth over the past two years has remained
constant. There has been no significant increase or decrease in
HIV seropositivity among newberns during this period.

Syphilis: New York State has seen a doubling of the syphilis rate
in children between birth and 19 years in the past two years. In
addition, New York State has seen a dramatic increase in cases of
congenital syphilis. Provisional 1989 reports indicate over a thou-
sand cases of congenital syphilis in New York City, up from 357
cases in 1988, and 76 cases of congenital syphilis in 1989 for all of
New York State, up from 20 cases, so that has more than tripled.
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One of the significant contributors to fetal, infant, and child mor-
tality and morbidity in 1990 is prenatal and maternal substance
abuse. A national study suggests 11 percent of all newborns may be
born to substance-abusing women. We do not have meaningful sta-
tistics at the present time on the extent of this problem in New
York State, although vigorous efforts are developing to encourage
pregnant women to voluntarily acknowledge substance abuse histo-
ries during prenatal care in order to increase counseling and refer-
ral to substance abuse programs. Clearly, this will only work for
women receiving prenatal care.

A blinded random urine toxicology survey of pregnant and deliv-
ering women to determine extent and nature of substance abuse in
the prenatal and perinatal period has been proposed. Although
birth certificates and hospital discharge data are far from adequate
indicators, there is a clear trend of increasing rates of neonatal
drug discharges in New York State. In the state, excluding New
York City, we averaged 3.3 drug-related discharges per 1000 births
in 1968 up from a previous high of 1.8 drug-related discharges.

Education: Nearly one-third of all New York State students en-
tering high school fail to graduate. Moreover, there are dramatic
differences in the dropout rates between the regions and among
various ethic groups. For the class of 1985, estimated dropout rates
for Hispanic youngsters were 60 percent, for black 54 percent, for
Native Americans 36 percent, and the estimate for white children
was 21 percent.

Child abuse and neglect: There were 64,000 reported cases of
child abuse and neglect in New York State in 1985, and 87,000 in
1988; an increase of 136 percent.

We are all familiar with the factors that contribute to improved
birth and child health outcomes: access to prenatal care and child
health care, access to care that is comprehensive, that has continu-
ity, that enables establishment of a meaningful relationship be-
tween health care provider and patients, that is sensitive and re-
sponsive to individual and cultural values and belief systems, that
is provided in a setting we can refer to as a medical home.

We are all aware that access to care has many components, espe-
cially when one is referring to high-risk families, those that have
experienced personal as well as generational limited access to care;
that it involves outreach initially and on a sustained basis. It in-
volves education, again, both short term and long term. It involves
an ecological approach to care, that is care sensitive to the prior-
ities and needs of individuals within their environment.

Thus, the family that has been on welfare for three generations
may not respond to a call for individual initiative-taking. A family
with a child with intensive special care requirements may need res-
pite before being able to provide stimulation to a toddler in the
family. And a cubstance-abusing parent may need residential treat-
ment, plus vocational training and job opportunities before being
able to provide adequate parenting to her children.

It is with an awareness of these multiple factors together with
innovative planning and commitment, curtailed at times by limited
and regulated funding streams, that New York State has forged
ahead. I would like to describe a few programs briefly.

3
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Prenatal Care Assistance Program: PCAP began in 1984 as the
Prenatal Care and Nu‘rition Program, and has grown from an ini-
tial annual enrollment of 11,000 in 1985 to over 338,000, the current
year's expected total. At program inception, agencies willing to
offer comprehensive prenatal services to medically indigent women
were funded on a competitive basis. Starting January 1, 1990, pri-
mary prenatal care services under PCAP became an entitlement
with the responsibility for reimbursement of services transferring
to Medicaid.

Program functions such as outreach, public education, designa-
tion of providers, quality assurance and evaluation continue to be
the responsibility of the Department of Health. Thmulation tar-
geted will include all pregnant women eligible for icaid—those
at or below 185 percent of poverty. The number is estimated to be
approximately 130,000 in New York State.

ile we are most enthusiastic about the potential of this com-
prehensive entitlement program, we are cognizant of the many bar-
riers to utilization imposed by certain Medicaid enrollment policies
and regulations—some of these are federal, some state, and some
local—as well as barriers resulting from some public perceptions of
Medicaid. We urge you to work with us to overcome these barriers.

Comprehensive Prenatal-Perinatal Services Networks: This is a
program establishing a local-level federation of health and human
service providers and consumers who ork joint’lﬁ’m identify and
resolve problems of the regional service system. This year the net-
works' objectives are to increase prenatal and child enrollment in
Medicaid and comprehensive health care with special outreach to
substance-abusing populations.

The Community Health Worker Program is a community based,
family focused outreach, case finding and case management pro-
gram. A community health worker is a resident of the geographic
area and a member of the specific population that is the focus of
the program. The worker’s background is similar in language, cul-
ture and socio-economic level to the majority of the families with
whom she will work. The worker, therefore, . understands the prob-
lems confronting the population and through her own life experi-
ences has learned to overcome the obstacles or barriers to timely
utilization of accessible and acceptable services.

Through home visits, the community health workers provide in-
formation, support, encouragement and assistance to families in
the identification and resolution of problems that ultimately ad-
versely affect the health status of the family.

There are Community Health Workers Programs currently in
Onondaga County, in the Finger Lakes, the migrant project, and in
the Oneida County Health Department.

The following case report is included to show the diversity of
problems that the targeted population faces.

A 36-yearold woman was referred to the Community Health
Worker Program. She was seven months pregnant with her third
child, and had received no J)renatal care. The community health
worker found the client had very little food in her house, a non-
functioning refrigerator and a stove that leaked gas. She smoked
cigarettes and was taking a large amount of aspirin because of ar-
thritis. She had few support systems and many anxieties. Commu-
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nity health worker intervention included: many contacts with the
Department of Social Services to activate Medicaid and food
stamps; making appointments for medical, prenatal care and WIC
services and accompanying the client to her first appointment; help
in obtaining food at food cupboards; discussing the effects of smok-
ing, this woman did cut down on smoking and she was advised to
discontinue aspirin until she consulted the doctor; making appoint-
ments which the client kept to ebtain baby clothes at a community
facility and showing the client places where she could obtain
clothes free or at low cost; and helping the client obtain a function-
ing stove and refrigerator.

The community health worker also provided health teaching as
well as emotional support and advocacy. Plans are to continue
service until delivery and to assure health care for the new infant
and other family members.

Infant Mortality Review: The Department of Health is providing
project grants to six county health departments, including Ononda-
ga County, to identify and examine the multiple factors which con-
tribute to infant death through a new initiative, the Infant Mortal-
ity Review.

The IMR contains elements of the traditional case-by-case review
of an infant death as a biomedical problem, but goes beyond analy-
sis of these factors to identify the social, economic and systems fac-
tors unique to each community which have an impact on infant
mortality and morbidity. The program empowers the community as
the change agent and advocate for the health and well-being of its
families. The comprehensive infant mortality reviews will enhance
the community's ability to understand or “color in” those overall
risk factors, such as, age, socio-economic status, and lack of prena-
tal care, that affect health outcome and thereby to develop a specif-
ic picture of health and human service needs for local families.

The IMR has the following objectives:

One, to initiate 8 community-based interdisciplinary review of
infant deaths in each county with the goal of identifying specific
local public health, human service and social interventions and
golicﬁe;s that will address preventable factors related to these

eaths;

Two, to conduct a public health nurse home interview with every
mother who has experienced an infant loss in order to: obtain data
not available in vital records or medical records, to assess ongoing
family socio-economic and medical needs and jointly plan appropri-
ate interventions with the family, and also to facilitate the grieving
process.

N Mr. McHucsx. Dr. Meyer, let me interrupt you for a moment
ere.

Dr. MeyEr. Yes.

Mr. McHucH. You have a very comprehensive statement which I
have been reluctant to interrupt because it is so good and, obvious-
ly, it has an entire state perspective. But in fairness to the other
people, I think I should ask you to close up.

Dr. MEeveRr. Okay.

Mr. McHuGH. And then we can go back during the question
period to cover those things that you think we did not cover ade-
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quately. But I do want to be sure the other people have a fair op-
portunity.

Dr. Mever. Let me just name some of the other programs that
we think are important.

Mr. McHugH. Yes.

Dr. Mever. Certainly the WIC Program’s caseload has grown 18
percent in the last two years. The school health program you are
going to hear about in more detail that serves 75,000 children
statewide. There is a new child health insurance program that has
just passed both houses of the New York State Legislature and is
awaiting the governor's signature that would create health insur-
ance for al’ children up to age 13 who are at or below 185 percent
of the feceral poverty level and not eligible for Medicaid. This
would require a premium of $25 to $100 to be paid by each family
annually.

Another act that you should be aware of, our Neighborhood
Based Initiatives Act, recently enacted by the New York State Leg-
islature, is designed to meld and integrate currently disparate
funding streams, to enable distressed neighborhoods to identify
ways to expand and strengthen the services in their communities.
A total of $2.5 million was appropriated to support this initiative.

In summary, much remains to be done to ensure the health of
New York State's children, despite many significant efforts cur-
rently underway. We have no time to lose. The maternal and child
health challenges we face are complex. What may somotimes be re-
ferred to as diseases of lifestyle, such as chemical dependency, pedi-
atric AIDS and child abuse and neglect are resistant to traditional
health care approaches and require innovation and multidiscipli-
nary intervention.

The crises in maternal and child health care will tax all of our
ingenuity, caring and patience and require an immense investment
of resources. Jacob Riis, the turn-of-the-nineteenth-century social
reformer, provided us with a useful analog: “When nothing seems
to help, I would go and look at a stone cutter hammering away at
his rock—perhaps a hundred times without so much as a crack
showing in it. Yet at the 101st blow, it would split in two, and I
l&r;tgw 1’t was not that blow that did it, but all that had gone

ore.

The New York State Department of health has a hold on that
hammer. Thank you.

[Prepared statement of Monica R. Meyer, M.D., follows:]
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PREPARED STATEMENT OF Monica R. Mever, M.D., Dirxcror, Drvision or
Faumiy Heartn, New Yorx Stats Heavrn Drer., Ausany. NY

Ensuring Healthy Babies in Upstate MNew York:
Pressing Problems, Promising Strategies

New York State Department of Nealth Testimony
Monica R. Meyer, M.D., Director, Division of Family Health
July 16, 1990

It is the responsibility of the New York Staie Department of
Health to protect and promote the public health of {ts citizens. A
critical indicator of public health is infant wmortality and its
corollary Yow birthweight. In New York State, in 1989, infant
wmortality dropped for the first time in three years from a static 10.7
deaths per 1000 births to 10.4 deaths per 1000, a 3% reduction in
infant mortality. In upstate New York this was a drop from 8.7 to 8.4
deaths per 1000. Similarly, in New York State in 1989, low
birthweight fell from 7.87% to 7.7% of all births, the first dip after
a steady rise for the previous past three years. The numbers are
provisional and not dramatic, but they are significant.

While we are encouraged by this apparent trend, we all all to
aware of its fragility in our society, a fragility that results from
the many paradoxical factors contributing to the status of child
health -- increased entitlements to prenatal care and child health
care and social support systems resulting from Medicaid expansions and
various Title V and state programs on the one hand and on the other
hand, deepening poverty -- especially among children, iIncreasing
evidence of family and social dysfunction as manifested by increasing
rates of child abuse and neglect, growing documentation of prenatal
substance abuse, non-declining rates of adolescent pregnancy and
school drop-outs despite investment of significant resources in
adolescent pregnancy prevention and education. I will briefly give
some numerical evidence of these factors:

Poverty

In 1987, 23% of New York State children were living in poverty (1988
Current Population Survey, Department of Census). During 1988, 25.5%
of the births listed Medicaid as the primary payer for delivery. New
York City residents had 35.6% of their deliveries coverec by Medicaid.
Counties with 25% or more of resident births payed for by Medicaid
include: Niagara, Erie and Chautauqua counties from Wes'.ern New York;
Allegany, Schuyler and Chemung counties from the Sourthorn Tier;
Cayuga, Oswego and Oneida counties from Central New York; St. Lawrence
and Franklin counties from the Nerthcountry; Sullivan County from the
Tower Hudson Valley; Bronx, Kings and New York counties from New York
City. It 1s important to do small-area analysis in addition to -
county-based statistics to determine the pockets of poverty within the
larger geographic regions.
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Adelescent Pregnancy

There were 1532 pregnancies to women 10-14 years of age in New York
State for a rate of 2.9/1000. Teenage (15-19 years) New York State
resicents showed a 13% increase in pregnancy rate from 76.7/1000 in
1980 to 86.6/1000 in 1988, Counties with teenage (15-19 years)
pregnancy rates 70.0/1000 or greater include: Niagara and Erie
counties from western New York; Monroe and Wayne counties from the
Rochester area; Schuyler, Steuben and Chemung counties from the
southern tier; Oncndaga, Oneida and Chenango counties from cCentral New
York; Jefferson County from the Northcountry; Fulton, Montgomery,
Schenectady, and Greene counties from the Albany area; and Suffolk
county fram Long Island.

n rtal

The New York State infant mortality rate in 1988 was 10.7 deaths per
1000 Yive births. Nonwhite New York State residents had a 1988 infant
mortality rate 58% higher than their white counterparts, 14.7 versus
9.3 per 1000 respectively. The gap between white and nonwhite infant
mortality had not changed substantially througn 1988. Of the babies
born in 1988, 3007 died before reaching their first birthday
(10.7/1000). Of these, 2078 died during the neonatal period, a rate
of 7.4/1000 Yive births. During the postneonatal period, 929 died. a
rate of 3.3/1000 live births. The general reduction in "nfant
mortality experience over the past 10 years is primarily due to a drop
in the neonatal mortality rate. The post neonata) mortality decreased
only 15.4 percent from 3.9/1000 in 1978 to 3.3/1000 in 1988.

Low Birthweight

For New York State, excluding New York City, in 1987, the infant
mortality rate for infants less than 2.5 kg. was 71.4/1000 compared to
approximately 4.9/1000 for babies greater or equal to 2.5kg. The lTow
birthweight rate for nonwhite New York State residents was 12.7%, more
than double the white rate c. 5.9%. The percentage of low birthweight
births to women 19 years of age or younger was 10.4%. Counties with
percent of births <2.5 kg., at 6.5% or greater include: Erie County
from Western New York; Onondaga, Chemung and Herkimer countes from
Central New York, Essex, Franklin and Warren counties from the
Northcountry: Albany and Montgomery counties from the Albany area;
Delaware and Sullivan counties from the Catskill area: Westchester
country from the Yower Hudson Valley; and Bronx, Kings, New York,
Queens and Richmond counties from New York City.

To what do we attribute the fact that New York State ranks well below
the national rates of both infant mortality and low birthweight?
Teasing out the the multiple factors §s difficult. We also know that
upstate New York, as a whole, is above the national average for both
infant mortality and low birthweight, yet there are significant
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geographic and ethnic pockets in upstate New York where rates of
infant mortality and low birthwei?ht show great variance. For example,
in Syracuse in 1987, infant mortality rate (INR) was 1.5 times the IMR
in Onondaga County as a whole (18 deaths per 1000 Yive births vs. 12
deaths per 1000 live births) and non-white IMR was almost 2.5 times
the IMR among white infants from 1980-1985 (27.4 vs. 11.6).

Some indicators of morbidity that may be more specific to New York
state and that are frequently inter-related are HIV infection,
syphilis, and maternal substance abuse.

HIV Infection

Between November 30, 1987 and December 31, 1989, New York State has
tested anonymous blood samples from 581,605 newborn infants. Of these
3786 (0.65%) were positive. The.presence of HIV antibody in newborns
tndicates fnfection of the mother and not necessarily infection of the
infant. Recent studies suggest that 30-35% of infants born to
HIV-infected mothers are themselves infected. For those newborns with
identified race or ethnicity, blacks and Hispanics accounted for 87%
of the seropositives but only 35% of the newborns tested. The
statewide seropositivity rates by race/ethnicity were: 1.83% for
blacks, 1.30% for Hispanics and 0.12% for whites. The prevalence of
HIV infection among women giving birth over the past two years has
remained constant. There has been no significant increase or decrease
in HIV seropositivity among newborns during the period, based on trend
analysis of data by geegraphic area, age of the mother, or
race/ethnicity of the infant (AIDS in New York State, NYSDOH, 1989).

Syphilis

New York State has seen a doubling of the syphilis rate in children
(0-19 years) from 1986 to 1988. In addition, New York state has seen
a dramatic increase in cases of Congenital Syphilis. Provisfonal 1989
reports indicate 1017 cases of congenital syphilis in New York City,
up from 357 cases in 1988 and 76 cases of congenital syphilis in 1989
for New York State, excluding NYC, up from 20 cases in 1988.

Substance Abuse

One of the significant contributors to fetal, infent, and child
mortality and morbidity in 1990 is prenatal and maternal substance
abuse. A national study suggests 11% of all newborns may be born to
substance abusing women. We do not have meaningful statistics on the
extent of this problem in New York State although vigorous efforts are
developing to encourage pregnant women to acknowledge substance abuse
histories in order to increase counseling and referral to substance
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abuse programs. A blinded rendom urine toxicology survey of pregnant
and delivering women to determine sxtent and nature of substance abuse
fn the prenatal and perinatal period has been proposed. Although birth
cartificates and hospital discharge data are far from adequate
indicatora, there is a clear trend of Increasi{ng rates of neonatal
drug discharges in New York State. New York State, excluding New York
City, increased fros 1.8 drug-related discharges per 1000 births to
3.3 par 1000 births while New York City increased from 22.° per 1000
births to 36.7 per 1000 hirths.

Education

Nearly one-third of all New York state students entering high school
fail to greduate (SED, Informatfon Center on Education, 1986d4).
Moreover, there are dramatic differences i{n the dropout rates between
the regions and among various ethnic groups. According to estimates
produced by the New York Education Department, annual dropout rates in
New York City are three t{mes higher than those in the rest of the
state (SED, Information Center on Education, 1982-81b). Associated
with this disparity {s a disproporticnately high rate of school
failure among minority students. For the class of 1989, estimated
dropout rates for Hispanics (60%), blacks ¢(54%), and Native Americans
{368) were at least two times those of whites (21%). (State of the
Child, NYS Council on Chi{ldren & Families, 1988.)

Child Abuse gnd Neglecg

There were 64,819 reported cases of child abuse and neglect {n New
York State in 1985 and 87,984 {n 1988, an increase of 136%.

We are all famil{ar with the factors that contribute to {mproved
birth and child health outcomes: access to prenatal care and child
health care, access to care that i{s comprehensive, that has
continuity, that enables establishment of a meaningful relationship
between health care provider and patient, that is sensitive and
responsive ta {ndividual and cultural vnlueﬁ and belfef systems, that
is provided {n a setting we can refer to as a "medical home.® We are
all aware that access to care has many components, especially when one
is referring to high-risk families, those thiat have experienced
personal as well as generational limited access ta care. In i{nvolves
outreach - inftially and on a sustained basis. In involves educgtion
- again both ghort-term and long-term. It involves an ecological
approach to care, that is care that {s sensitive to the priorities and
needs of [ndividuals within their environment. Thus the family that
has been on welfare for three generations may net respond to a call
for {ndividual iInitiative-taking; a family with a child with intensive
special care requirements may need respite before being able to

- provide stimulation to a toddler in the family, and a
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substance-abusing parent may need residentfal trsatment plus
vocational training and job opportunities before being sble to provide
adsquate parenting tc her children.

It is with a&n awvarenass of these sultiple factors together with
fnnovative planning and commitmant, curtailed at timas by limited and
regulated funding streams, that New York State has forged ahead. Ve
have dsveloped a variety of programs -- soma of them community wide.
some intensively focused on {ndividuals, some during the prenatal
period or earlier, some during childhood. I will review a few:

Prenatal Care Assistance Progran (PCAP)

PCAP began in 1984 as the Prenatal Care and Nutrition Program, and has
grown from an initial annual enrollment of 11,472 {n 1985-86 to over
33,000, the current program yeatr's (1989-90) expected total. At
progras inception, agencies willing to offer comprehensive prenatal
services to medically indigent women were funded on a competitive
basfs. Grants wers based on the need for services in e given area,
the composition of the population in the provider's catchment area,
ana the willingness and sbility of the provider to deliver a full
range of services, including risk asscssmant, health education, care
coordination, psychesocial assessment, primary care services,
postpartur services, nutrition sexrvices, HIV counseling and testing
services and quality assurance. With the passage of time and
increasing success and growth of the program, the criteria for funding
new projects expanded from areas of highest need to universal
stetewide coverage. Starting January 1, 1990, primary prenatal care
asxrvices under PCAP became an entitlement with responsibility for
reimbursemont of primsary prenatal services tranaferring to Medicaid.
Progras functiona such as outreach, public education, designation of
providers, quality assurance, development of new providers and
evaluation continue to be the responsibility of the Department of
Health, funded through state appropriation. The population targeted
will include all pregnant women eligible for Medicaid (at or below
1858 of poverty). estimated to be approximately 130,000. Whila we are
enthusiastic about the potential of this comprehenaive entitlement
Program vwe are cognizant of the many barriers to utiliration imposed
by certain Medficaid enxollment policies and regulations--some federal,
some state, some local--as well as barriers resulting from some public
perceptions of Medicaid. We urge you to work with us to overcoms
those barriers.

Comprebensive Prenatal-Perinatal Services Networks (CPPSNY

The CPPSN program underwent conceptual development {n the period
1985-85. During 1985 and 1986, the five original networks, four
located in the higheat risk areas of New York City, and one in
Butfalo, weres developed through a cosbination of Department of Health
encouragement and comsunity-level organizational efforts. In 1986,
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the network project was expanded to include two rural sites selvcted
un the basis of risk status and need for service improvement. These
two sites were the lower Hudson Valley (Orange, Ulster and Sullivan
count{es) and the North Country (Jefferson, Lewis and St. Lawrence
counties). Several addftfonal networks are anticipated {n 1990 . The
networks® mission is to reduce the incidence of {nfant mortalfty,
sorbidity and developmental disabilities, as well as the incidence of
maternal mortality and morbidity. To this end, the networks' goal {s
to coordinate all services needed by infants and women of childbearing
age to assure that appropriate services are available and accessible.
This (s accomplished through development of a functional local-level
federation of health and husan services providers and consumers whe
work jointly to identify and resolve probleas of the regional service
system. This year the Networks' objectives are to i{ncrease prenatal
and child enrollment {n Medi{caid and comprehensive health care with
special outreach to substance-abusing populatfiens.

Community Health Worker Program

The Community Health Worker (CHW) Program, a community based, family
focused outreach, case finding and case management program, funded by
the New York State Department of Health, {s an example of a
psychosocial support program developed to assist pregnant women and
families gain access to the health, community and soc{al services
necessary for a healthy family,.

The CHW is a resident of the geographic arca and of the specific
population that is the focus of the program. The worker's background
ifs similar in language, culture and socio-economic levels to the
mojority of families with whom she will work. The worker, therefore,
understands the problems confronting the population and through her
own life experiences has learned to overcome the obstacles or barriers
to timely utilization of accessible and acceptable services.

The CHW serves as an advocate for and & liaison between the family and
the health, saciszl support and community service system in the
commuriity. The scope of practice of the community health warkers
includes outreach, case finding, and case management, providing
referrals to needed health and gocial and community services,
follow-up and continuing support of indi{viduals and families.

Through home visits, the CHWs provide informa.ion, support,
encouragement and assistance to the familles In identification,
prieri{tization and resclution of problems that ultimately adversely
effect the health status of the family even though the problems might
not be defined as health or nmedically related.

An extensive education program has been developed to assist the CHWs
perform their role with the families Ry adding aor modifying
corponents of their education progtram, CHWs are prepared to work with
different populations with special needs, populations such as school
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children and their families, migrants and seamonal farm workers, HIV
positive pregnant women, or other groups for whoa barriers exist in
using the complex health and social eervice system.

In the fall of 1988, eight programs wers f{mplemented, three in New
York City and five upstats using §1 million of Prenatal Care
Assiatance Program (PCAP) funds. In the fall of 1989, aix new programs
vera implemented, two in New York City, two on Long Island and two
upatats, at a total cost of $2,089,880.

Q
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Examples of Upatate New York CHW Program:

Onondaga County Health Department working closely with two
community agencies, P.E.A.C.E., Inc. and the Southwast Community
Center, and the City of Syracuss, i{n the spring of 1990, began a
Comsunity Health Worker Progras. The program hired six CHWs and
a program coordinator., Each of the comaunity organizations
houses thres CHWe, The CHWs will focus their efforts in 17
census tracts: in the eastern census tracts section of thes city
known as Hilltop and in the south wedge. These are areas of the
eity that exhibit very poor pregnancy ocutcomes (infant mortality
rates from 17.7 to 36.3 per 1000), substance abuse, poverty, and
slevated frequancies of domeetic violence and violent crimes. The
objectives of this program are to {Sprove pragnancy outcomsss and
perenting skiils. The CHW training also was made available to
the Onondaga County Department of Social Service Cnse Management
program staff who were hired at the saze time &z the CHWs a8 well
as ocher outreach staff smsployed by varfous programs within the
Health Department.

The Finger Lakes Migrant Health Care Coordinatfon Project {s
funded by the US Dopartment of Health and Husan Services, and is
implemented by the Rushville Health Center in Rushville, New
York. The project uses as a project design and training rodel,
the CHNW Prograz. The project, through the use of CHWs, has
increased the access of the MNigrant and Seasonal Fara Workers and
their families to the needsd health, social and comaunity
services. The project hasz ephanced the networking and the
referral opportunities among the multi.-county provider coalition.
Through the provision of transportation, translation, advocacy,
health education and risk assessment. the project has served to
increase the availability and accessibility of services that are
more culturally appropriate and timely.

The Oneida County Health Department isplements a CHVW program with
four comsunity health workers and one public health nurse
coordinator to service both Cnelda and Herkimer counties. Target
aresas served are: Cornhill section of Utica, the Sylvan
Beach/Camden/Vienna area, Ramsen/Poland and Cold Broock area, and
the Bridgevater/West Winfield areas. The major barriers reported
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by the cliep’s {nclude: 1lack of transportation and lack of
finances. The Office of the Aging transport vehicles have been
used by program clients for prenatal transport to appeintments.
The major source of referrals to the progras {s the Public Health
Nursing Services. This progra® is one of two upstate programs
that serve a rural and/or a s@all urban area population.

Caze Report:

The following case report {s included to show the diversity of
problems that the targeted population faces, the dafly challenges
that the CHWS resolve and the complexity of cases the CHWs
coordinate. It should be pointed out that initially, for many
clients, the CHW is the only health care wurkar that the clients
will trust enough te let {n their door and/or confide in.

* A }5.year old woman was referred to the CHW program. She was
seven months pregnant with her third child, and had received
no prenatal care. The CHW found the client had very little
food in her house, a non-functioning refrigerator and ~ stove
that leaked gas. She smoked ciga~ettes and was taking a
large amount of aspirin because of "arthritis.” She had few
support systems and many anxieties. CHW intervention
included:

— many contacts with Department of Social Services to
activate Medicaid, food stamps.

making appointments for medical, prenatal care and WIC
services and accompanying client te first appointment.
She is now being seen regularly in a high-risk clinic.

~ help in obtaining food at food cupboards.

discussing effects of smoking. She did cut down. Advising
to discontinue aspirin until consulting a doctor.

— making appointments which the client kept to obtain baby
clothes at a comounity facility, and showing the client
places vhere she could obtain clothes free or at low
cost .

he'ping client obtain functioning stove and refrigerator
through DSS.

The CHW also provided health teaching, as well as emotional
support and advocacy. The plans are to continue service until
delivery, and to assure health care for the new Infant and other
fanily pembers.



Infant Mortality Roviey

The Department of Health is providing projact grants to six county
health departwents, including Onondags County, to fdentify and examine
factors which contribute to infent death through a new initfative, the
Infant Mortality Review (IMR).

The IMR contains slesents of the traditional case-by-case review of an
infant death aa a biomedical problem, but goes beyond analysis of
these factors to identify the social, economic and system factora
--unique to eech community-- which have an {mpact on infant morbidity
and mortality. This program esmpovers the community as the change
agent and advocate for the heslth and well-being of its fawilies. The
comprehensive infant sortality reviews will enhanca the community's
ability to understand or “color {n® those ovarall risk factors (e.g.,
age, socloecoromic status, lack of prenatal care, etc.) that affect
health outcome and thus to develop & specific picture of health and
human services needs for local families.

The IMR Process seeks to improve maternal and child health ocutcomsas
and reduce the incidence of {nfant mortality in New York State.

Toward this goal, the IMR has the following objc:iives:

¢ to {nftiate a communfty-based interdisciplinary review of infant
deaths in each county with the goal of identifying specific local
public health, human service and social {nterventions and policies
that will address preventable factors related to these deaths;

e to conduct a fublic health nurse home interview with every mother
who has experienced an {nfant loss in order to (a) obtain data not
available in wvital records or medical records, (%) assess ongoing
fusily mocioeconomic and medical nesdz and iocintly plan
appropriate {nterventions with the fami{ly and (c¢) facilitate the
grieving process;

* to make recommendations regarding state policy to improve maternal
and child health outcowes as an outgrowth of the community-based
infant mortality review.

The three major elements of the program are:

1. data collection and comamunity analysis of every infant death
occurring in participating counties;

2. laproved access to maternal - infant health and human services for
famf{lies who have experienced a loss;

3. opportunity for comaunity and statewide interventions to i{mprove
saternal and child health outcomes.
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WIC program caseload i{n the Syracuse region grew by 27.7t hetween 1988
and 1990 from 34,206 to 43,678. Onondaga County's caseload grew by
18.8% during this time pericd from 7,900 to 9,389.

The Bureau of Nutrition has been evaluating birth outcomes of babies
born to women participating {n the RIC prograz during pregnancy to
birth outcomes of the general population in New York State.
Preliminary data indicate that fewer low birthweight bables are born
to women who had participated in the WIC program during pregnancy than
to the general population.

Rripary & Rreventive Health Care for Children, Birth to Five

The purpose of the Birth to Five program {s to promote the health and
well- being of children from birth to five years of age by reducing
the preventable cause.. of childhood morbidity and mortality {n high
risk underserved area: of New York State. The program accomplishes
this by enhancing existing primary and preventiiv. health care services
with activities designed to meet the special needs of the high risk
populations served. Many of these enhanced services are designed to
address the special needs of high risk {nfants and include such
activities as: newborn parenting classes; outreach and home visits te
new zothers; and promotion and support services for breastfeeding.
Many of these enriched services may not readily be covered by
anticipated expansions in Medicaid and other child health {nsurance
programs in New York State.

Examples of Birth to Five Projects in Upstate New York:
Rushville Health Center:

The Rushville Health Center project supports a nurse practitioner
whoe provides primary and preventive care services at the
Rushville Heaith Center and two other clinic sites in rural Yates
County, as well as an outreach worker whe Provides home visits
and health education. Last year, direct care proviced through
this program included 682 wall child visits, and 753 sick and/or
follow-up visits. In additfon, this program has an active
educational component providing group presentations to day care
centers, parent organizatiens, church groups. etc. They also
write weekly child health newspaper colusns {n three local
papets.

Tioga County Health Department:

The Tioga County project offers primary and preventive care tao
children in seven clinic sites in Tioga County. Last year the
countvy provided 1,320 visits. In additien, this project has
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fniciated a 24-hour access to care telephone service and parental
group healtl education services.

Schoel Health Program

The School Health program, which began in 1983, provides cosprshensive
primary and prsventive health care on-site at school-based clinfcs.
The services provided includs cosprehensive physical exams, diagnosis
and treatment of episodic illnass, follow up and management of chronic
{1lnesses, psychosocial counseling, {maunizations, screenings.
laboratory specimen collectfon, first aid and referral for specialty
services when necessary. All School Health clinics require informed
parental consent before enrolling students. Located at 112 school
sites throughout the State with an enrollment of approximately 75,000
students, sarvices are delivered at preschools, Head Starts,
elemantary, junfor high and high schools. Localities include New York
City, Buffale, Rochester. localities in Westchester and Suffolk
counties, and three rural districts fn Cortland County.

¢hild Health Insurance

Effective January 1, 1990, all infants to age 1 up to 185% of poverty
becaze eligible for Medicaid. Effective October 1, 1990, all children
to age 6 up to 1338 of poverty will be eligible for Medicaid. In New
York State, all other children are eligible for Medicaid up to
approximately 868 of tha federal poverty level,

A bill has passed both houses of the New York State legislature and is
on the Governor's desk that would create @ new health insurance
program for children to age 13 who are at or below 185% of the federal
poverty level and are not eligible for Medfcaid. A premium of §25 to
$100 would be paid per child per year. The State would subsidize all
other costs. Services would include comprehensive primary and
preventive ambulatory care. Families above 185% of poverty who are
uninsured or urnderinsured would be able to buy:into this plan. Still
under negotiation is whether hospitalization costs would be included
in the plan.

In additfon to these child health insurance increases, New York State
anticipates increased provider participation in Medicaid via a
preferred provider option to become effective October lst that will
approximately triple current Medicaid payments for all primary and
preventive chi{ld health care services to providers meeating certain
standards, including EPSDT guidelines.

Pre and Post Natal Parent Education Mospital Program (PPPEHPR)

PPPENP is a comprehensive statewide parent education program designed
te reach every family during the crucia) perinatal pueriod, PPPEHP

40
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exphasizes the universal nesd for parenting services in the earliest
sonths of the parent/infant relationship. FEach yesr more than 200,000
New York State parents and their newborns are expected to benefit from
the program. PPPENP begins with Having a Baby: A Family Guide to
Pregnancy. Thias attract{ve booklet Provides expectant mothers with
information about how to choome a health care provider, information
about the first prenatal visit, and basic tips on how to atay healthy
during pregnancy {(such as eating the right foods, getting enough rest,
and avoiding harmful substances). The booklet contains toll-free human
sorvices telephone numbers all pregnant women should know about,
including the Healthy Baby Hotline, as well as information about other
publications available fromx the Department coi Health.

Postnatally, PPPEHP uses hospital-based professionals in an innovative
teas approach to parent education. The goal of the program is to
ensure that every new mother i{s visited by a primary care nurse,
pediatxician, social worker or psychologist, and nutritionist
following childbirth {n order to teach parents about basic baby care,
of for advice on managing life with an {nfant, and help families
connect with community parenting program and services. To assist
professionals {in working with new parents, the New York State
Department of Health provides all 174 hospitals in New York State that
offer maternity services with two free resources for parents: Welcome
to Parentheod: A Famlly Guide and Welcome to Parentheod regional
resource listings. Welcome to Parenthood: A Family Guide focuses on
the social, psycholegical, and emotional needs of new parents, and
provides some practical tips on parenting a newborn. Welcowme to
Parenthood: A Resource Listing {s a regional directory that describes
parenting programs and services available in each county.
Professionals on the maternity units arae being asked to distribute and
review the information in the Welcome to Parenthood materials with all
new parents prior to discharge. A parent hand-held child health
record i{s being developed for inclusion with these materisls. It is
anticipated that child health care providers in New York State will
participate in keeping this record up to date.

Nefghborhood Based Inftiatfves

The Neighborhoed Based Initiatives Act was recently enacted by the New
York State legislature. It is designed te meld and integrate currently
disparate funding streass to enable "distressed neighborhoods® to
fdentify ways to expand and strengthen the services {n their
comsunities, to improve the delivery of such services, and to help
identify and eliminate barriers to the effective delivery of services
to their restdents. It is the intent of the legislature to first
provide integrated and coordinated services for people in crisis or
wvith a potential for being i{n crisis in selected distressed
neighborhoods and then to assist neighborhoods {n developing a long
range overall plan to improve their overall sconomic and social
condition via an assessment of the long term housing needs ar

. economic needs of the community and a strategic plan for the
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stabilization and davelopment of the community. A total of §2.5
million new dollars {s appropriated to support this initiative.

In sumsary, much remains to be done to ensure the health of New
York State's children, despite many significant endsavors currently
undarway.

We have no time to lose. The maternal and child haalth
challenges we face are cosplex. What we may refer to as "discases of
1ifestyle® such as chemical dependency, pediatxic AIDS, and child
sbuse and neglact are resistant to traditional health care approaches
snd require innovation and multi-disciplinary intervention.

The crises {n maternal and child health care will tax all of our
ingenuity, caring and patience and will require an imsense investment
of resources. Jacob Rii{s, the turn-of-the-ninateenth-century social
reformer, provided us with a useful analogy: “When nothing seems to
help, I would go and look at a stone cutter haswering away at his
rock--perhaps & hundred times without so much as a crack showing in
it. Yot at the 10lst blow, it would split in two, and I know it was
not that blow that did {t, but all that had gone before.” The New
York State Departaent of Health has a hold on that hammor.
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Mr. McHucgH. Thank you very much, Dr. Meyer. Again, your
statement was very comprehensive and we appreciate it.

Dr. Miller, the Commissioner of Health here in Onondaga
County, will go next.

STATEMENT OF JAMES R. MILLER, M.D.,, M.P.H., COMMISSIONER
OF HEALTH, ONONDAGA COUNTY HEALTH DEPARTMENT, SYR-
ACUSE, NY

Dr. MirLLER. | want to thank you all for visiting Syracuse and On-
ondaga County to learn further about our situation and the efforts
that we are making.

Let me increase the magnification of what Dr. Meyer has de-
scribed to you, going from a statewide perspective to one perticular
upstate New York county, and I will also use Dr. Meyer’s format of
first describing what we know about infant mortality and then dis-
cassing our community’s response, illustrating many of the pro-
grams that Dr. Meyer has already referenced.

I am going to rely on a number of grgé)hic displays that our de-
partmett has %repared. They are attached to the written statement
that you each have, as well as appearing here on the easel.

The City of Syracuse ranks as having one of the highest infant
mortality rates of 27 cities of comparable size using 1987 data.
What you see here is cities across the nation, showing their infant
death rate, the number of children who die among a thousand who
are born. And Syracuse appears at the lower portion of this chart
where we have infant mortality exceeding all of these other cities
that are comparable to us in size.

And while that is itself notable, when we begin tc look at who
the children are, who the parents of the children are, we see other
factors that we think deserve reporting. And then in the next
graph you see infant mortality by maternal race. At the top of the
chart, the state, the nation’s and the City of Syracuse is white
infant mortality being roughly equal. And the cities larger than
Syracuse having a greater infant mortality rate when one looks at
white children.

Looking at African-American infants, New York State and the
nation has greater infant mortality, and the City of Syracuse has
dramatically greater African-American infant mortality. So much
so that when we look at the years 1984 through 1986, which we
must do for statistical purposes, we do not have sufficient births in
one year to African-Americans that we can reliably portray a
single year, but among those larger cities, 1985 data show that Syr-
acuse exceeds many American cities. And, in fact, exceeds all of
the large cities as we show them here.

We noticed, my staff noticed that the committee has prepared a
fact sheet, and we will supply you with additiona! information. But
in the second section of your fact sheet, infant mortality rate in up-
state New York is critically high. And in the second para .raph you
do report that in 1988, our overall infant mortality did decrease,
and you reference the national commission’s report. But I would
like to share with you some newly calculated data that again con-
firms locally that tge 12.7 rate for Syracuse in 1988 is accurate, but
our provisional 1989 rate is 14.5. And racially whereas in 1988, Af-
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rican-American infant mortality had dropped to 14.7, in 1989 it had
returned to what was previously the level of 25.6. And through
June 30th of this year the rate is running at 34.1. So we will pro-
vide additional copies. This was not submitted and we may not
hg:ive% even mentioned it in light of the other material that was pro-
vided.

We move on to our next attachment which is a map of the City
of Syracuse showing the various census tracts. We know by analyz-
ingbdata that, indeed, we have areas of the city that are icular-
ly burdened with infant mortality problems and are burdened with
higher rates of late or no entry to prenatal care, premature birth
and children born below normal birth weight. These areas have
sizeable African-American and low-income populations and rela-
tively high rates of teen pregnancy.

Causes of neonatal mortality, that period being from birth
through the end of the first month of life, are associated primarily
with prematurity or congenital anomalies.

Post-neonatal mortality, from the period of one month through
:lhe end of the first year, is largely from Sudden Infant Death Syn-

rome.

Again, returning to a racial comparison, black neonatal mortali-
ty is two times that of whites and black post-neonatal mortality is
three to four times that of whites.

Low birth weight, prematurity, and late and no entry into prena-
tal care are primary influences on infant mortality. Black race,
poverty, ar.d teen motherhood are also associated factors.

The next attachment, Attachment D, shows the percentage of
births to women age 17 and under. Again it is a slightly different
figure than Dr. Meyer, in which all teenage pregnancies were re-

rted. We are looking at women 17 and under. And in the City of

yracuse, one of every six births occur to a woman who was less
than 18 among African-Americans as compared with 2.6 percent of
all births to whites in the city of Syracuse in that same age group.

Attachment E shows the percent of black births with late or no
prenatal care, and it shows the sharp rise from 1981, on the left of
the chart, from around 2 percent up to the 5 percent that was ob-
served in 1986 and 1987. And our analysis of 1988 data shows that
this number has grown recently.

Attachment F shows the mortality for low birth weight black in-
fants being 1.7 times that for low birth weight white infants, recog-
nizing that low birth weight is a major risk factor to early death.
When one simply looks at all children born with a low birth
weight, there is a racial discrepancy. Black infants as compared
with white infants of low birth weight die at a greater rate. But for
normal weight infants, black infant mortality is approximately
four times that of whites.

That is what we know about the problem. We are continuing to
try to further understand it.

The County Executive's Office has demonstrated great commit-
ment and direction to the Departments of Social Services, Mental
Health and Health, a commitment made difficult by the limited
s{;tq and federal revenues, including significant loss in revenue
sharing.
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Our county government has worked closely with local health pro-
viders, and various community organizations, and has developed
and begun implementing an action plan to provide greater access
to health care and support services for pregnant women and their
newborn children. This action plan includes: case management co-
vrdination, medical care, social support services and evaluations
systems. They are briefly listed in Attachments G and H.

The various components, and there are a number of them, can be
summarized into particular areas. One is the extending outreach
into communities of high risk. We have taken advantage of many
federal and state funding opportunities throughout county govern-
ment to enable women from neighborhoods that are experiencing
greater rates of infant mortality to serve their neighbors, and we
have used the New York State Community Health Worker Grant,
Comprehensive Medicaid Case Management, and the prenatal care
program monies to augment our public health nursing teams as
well as the PCAP, Prenatal Care Assistance Program Qutreach and
Education.

The coordination of comprehensive prenatal care has enabled us
to bring to the clinic settings where ambulatory care is provided,
the number of social services, including both Medicaid and WIC.

We are attempting now in various ways to eliminate barriers
caused by lack oiP transportation and child care. We are committed
to assessing the roles that drug and alcohol use, child abuse and
neglect and domestic violence are contributing to infant mortality,
and we have been now looking specifically at Fetal Alcohol Syn-
drome and fetal alcohol affects, documenting the extent of this
problem in our community and addressing the available services to
help prevent and care for children who suffer from fetal alcohol ex-
posure.

And finally, we are developing a computerized data base to track
women and their newborn children as well as to assess, evaluate
and monitor the impact of the programs in place.

Nevertheless, a number of other factors are in dire need of inter-
vention. These include the shortage in our community of prenatal
care providers for low-income families, although it is encouraging
that a growing number of physicians have joined our program and
we are very encouraged by that willingness on physicians part. We
also need to access and assure that there is access to culturally sen-
sitive and dignified care and improve the socio-economic context in
which infants are born.

“Infant mortality is a social problem with health consequences.”
I am quoting Masden Wagner. Employment opportunities, job
training, education, safe and affordable housing, and standard of
living all need to be addressed. A comprehensive community-wide
strategy to impact each of these is essential to assure that the cycle
of poverty which perpetuates our very high infant mortality rate
can be reduced.

{Prepared statement of James R. Miller, M.D., follows:]
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PREPARED STATEMENT oF JAMrs Miiizr, M.D., MPH, CommissioNzr oF HraLTH,
OnonpAGA County HeaLTR DEPARTMENT, SYRACUSE, NY

U.s House of Representatives Select Committee on Children, Youth,
and Families Field Hearing on July 16, 19%0.

Thank You for visiting Syracuse and Onondaga County to explore
barriers to care as we perceive them in Upstate New York and to
review our proposed action plan

The local infant mortality crisis as reported by the Onondagx
County Health Department Burcau of Surveillance and Statistics is
portrayed in the following graphic presentations.

Attachment A The City of Syracuse is ranked as having the
highest infant mortality rate of 27 clties of comparable size
pased on 1987 data.

Attachment B The rate for black infants is higher than in 18
farge urban centexrs based on 1985 data.

Attachsant C The areas with the highest infant mortality
rates are the West, South and East Fayette neighborhoods
within Syracuse. These areas generally coincide with areas
having late or no entry into Prenatal care, prematurity and
low birthweight., These areas have sizeable black and poor
populations with relatively high rates of teen pregmancy.

- causes of neonatal (birth to one month) mortality are
associated pPrimarily with prematurity or congenital anomalies.

- Postneenatal {one month to one Year) mortality's largest
cause is sudden Infant Death Syndrome (SIDS).

- Black Neonatal mortality :1s 2 times that of whites and black
postneonatal mortality 1s ) to 4 times that of whites.

- Low birth welight, promaturity, and late/no entry into
prenatal care are primary influences on infant mortality.
Black race, poverty, and tcen motherhood axe also associated
factors.

Attachment D The percentage of births to women age 17 and
under for City of Syracuse Hlacks is 16.1\ as compared to 2.6%
for City whites in the s <qe Jroup.
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Testimony of James R. Miller, MD {Continucd}

Attachment R The percentage of Black births with late or no
prenatal care have risen sharply between 1981 and 1987, from
2.0% {1981-1982 avg.) to 5.00 (198&-1987 avg.).

Attachment F  Nortality for low birth weight Black infants is
1.7 times that for low birth weight White infants. Por normal
weight infants, Black mortality is approxzimately 4 times that
of whites.

Onondaga County Government, working closely with local health
providers and various community organirzations have developed and
bequn implementing an action plan to provide greater access to
health care and support services for pregnant women and infants.
This extensive action plan includes case management coordination,
medical care, social support services and evaluation systems.
{Attachments G and H)

Specifically this plan addresses acCess to prenatal care
issues hy:

1. extending outreach te high risk families le.g., New York
State Comwunity Health Worker Grant, Comprehensive Medicaid
Case Management, Augmentation of Public Health Nursing Teams,
PCAP Qutreach and Education)

2. coordinating comprehensive prenatal care with szocial
services on-site including Medicaid and WIC enrollment.

3. exploring options to eliminate barriers to care created by
lack of transportation and child care

4. assessing the role of drug and aleohol use, child abuse and
neglect, and domestic viclence as contributors to infant
mortality le.g¢., Fetal Alcohol Syndrome Graat)

5. developing a computerized database to track women and
infants as well as to assess, evAaluate and monitor the impact
©f programx in Place.

Nevertheless, a number of other factors are in dire need of
intervention. These include the shortage in our community of
prenatal care providers for low incoOMe groups. access to culturally
sensitive and dignified care, and improvements in the socioceconomic
context in which infant mortality occurs.

"Infant mortality is a social problem with health consequences.®
' Employment opportunities, ob training, education, safe and
affordable housing, and standard of living need to be addressed.
Without a comprehensive community wide strategy to impact each of
these, individuals will remain in the cycle of poverty which
perpetuates our very high infant mortality rate.

! Wagner, Masden. “Intant Mortaiity In Burope: implication tor
United States."  Journal of Public Health Policy, Wintex 1988,
PE.472-434.
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ATTACHMENT “A"

Infant Mortality Rate
27 Mid-sized Cities
- 1987 Data -

Spokane, WA
Fregng, CA
Eugens, OR

KERUNNINESANNNNNNNNIN
SOILINIINNNNINNIININNN KL
Santa Fe, NM  S500MGNNMNINNGNE
Colorado Springs, CO  JNNMMNINNENINGRINSIININSNSHKNKS
Boise, 10 LAUINNIRININAINNCINNEIRONENSSe N
Aibuquernque, NM  SSNMININIMNMEINNGNGMINNGNION 4

sum‘u A AN A A S A I G S S i
Raleigh, NC  SH00MNMIONNMMMONCONMMMNAMNIMNNNNNNS L stssisciiis
Nashvilie, TN
Litte Rock, AR
Greensboro, NC
Columbia, SC
Chattenoogae, TN
Chariotte, NC
Charlestan, SC

Syracuse, NY
Worcester, MA
Scranton, PA
Martfard, CT

Erle, PA

0 2 4 [ 8 10 12 14 16 18
infant Mortality Rate
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ATTACHMENT "B

SYRACUSE RELATIVE TO OTHER CITIES, 1985.
INFANT MORTALITY RATE BY RACE

WRITE INFANT MORTALITY
New York State
United States

Syracuse (84-86)

Boston 2222222222222

Indisnapoils
Chicago SIS I IS IITI ISP I
Philadetphle [ZEZZI222222272222273

Detroit (22228 2202 e2 222272

Baltimore
Cleveland
New York City [ECEoCPoFIeleleLA |
o $ 1 "
Infant Mortality

BLACK INFANT MORTALITY

New York State
United Ststea

Syracuse (84-88)

Boston P72 e el et llledliira
Indisnapolis YZIZ2222 2822l 22 027 7207
Chicago PRlR220 iR Rl I eIl

Philadelphis YZZZZZIIIP2T2 77222270227
(\YTR TS LITS S LTSS I LIS ITTIIS TS TS ST SIS o
Baltimwore Y2222 2222 e 22 e2 e 2222222222222 7]
Cleveland V7222277000277
New York City [P 2ZZ 2Rl 2 eR iR Ll 7774

p
E

0 s 10 13 2 L
Infant Mortality

Data wurcey NYS Vial Records and Children's Defense Fund
Analysis and Graph by Burean of Sucvedlance 4. Siatisocs,
Onondage County Hoaldt Depastmem.
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ATTACHMENT “C"

Infant Mortality Rate

City of Syracuse 'Neighborhoods’

.....

Infant Mortality Rate
{1985-1987)

£3 oot
rd 211068
] s8w138
B 380017
B 17700362

Data ranQes are quitiles

Naose: "Meighbarhoods™ are definod as contigucas groupsof (1980) census Tacts witd sansfy two cniera:
{1) the iracts arc at loast penerally simtlar 1n socio-economx conditions
(2) they contamed approximasely 10,000 residents in the 1980 Ceasus.

Deis Source; New Yo & Siate Buresu of vital Statistics

Prepared by: Onondaga County Health Department. Burcau of Survetlance and Sunsncs
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ATTACRMENT “D"

Percent of Births to Women
Age 17 and Under

Onondaga Co.

Syracuse 8.1%

City/White %%’4’;

Upstate |
New York City
Rochester

16.1%

1 1
0% 5% 10‘% 15%
Percent of Births in Category

Data are 1985-1987 Avirages
mh :&Y:;!MS&WM Departnen
and by: Heaith t
Sureau of Surveillance & Stalistics
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ATTACHMENT
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Entry to Prenatal Care by Race and Year
nondaga County, NY 1981-1987

:

: 5

5

5

llll‘lllj AibAliill Al 1A

1.00%

AL

0.00% —

7 %1 W
18
. % %

1981 ' 1082 ' 1983 ' 1084 ' 1988 ' 1008

2
1
%

1987

-« White Prenatal Care--

-- Black Prenatai Care - - -

Late

[T B Late

BNe

Note:

Late care= Entry in third orimester of pregnancy
No Care = No prenatal care before delivery.

Deta Source: New York State Vital Records
Analysis and Graph prepered by Onondaga County Health Depertment
Bureau of Surveillance and Satistics
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ATTACHNENT “F°

- BirthWeight- #~d Race- Specific Infant Mortality
Onondaga County, 1985-1987

. BIRTHWEIGHT BW
CATEGORY White Black Total Risk Ratio
Normal (2 2500 g)
Births 17.058 2312 19,370
% of Births 94.6% 86.7% 03.5%
Deaths 50 26 76
IMR 2.9 1.2 kX M
Low (< 2500 g)
Births 981 355 1336
% of Births 5.4% 13.3% 6.5% 245
Deaths a 83 136
IMR 84.6 1493 101.8 1.76

Deta Source: NYS Vital Reconds
Analyns by: Bureau of Surveillance & Statistics
Onondaga County Health Depertmont

W)




ATTACHMENT "G"

INFANT MORTALITY ACTION PLAN

A. QUTREACH & CARE COORDINATION

1. PCAP TRANSITION

2. TEENAGE SERVICES ACT (TASA) EXPANSION

3. COMPREHENS:/E MEDICAID CASE MANAGEMENT (CMCM)
4. NEW YORK STATE COMMUNITY HEALTH WORKEF, GRANT
5. AUGMENTATION OF PUBLIC HEALTH NURSING TEAMS

6. CASE MANAGEMENT PROVIDER GROUP

7. ACCESS CENTER

B. MEDICAL

1. PCAP TRANSITION

2. OPENING OF FAMILY HEALTH SERVICE CLINIC
3. DRUG AND ALCOHOL SERVICES

4. FETAL ALCOHOL SYNDROME GRANT

C. FAMILY AND SOCIAL SUPPORTS

OUTSTATIONING FOR MEDICAID INTAKE
QUTSTATIONING FOR WIC INTAKE
TRANSPORTATION

CHILD CARE FOR CLINICAL PURPOSES
DRUG & ALCOHOL SERVICES

DOMESTIC VIOLENCE

CHILD ABUSE AND NEGLECT

NOoh WD

D. ASSESSMENT & EVALUATION

1. SURVEILLANCE ACTIVITIES

a. INFANT MORTALITY REVIEW

b. DRUG AND ALCOROL SURVEILLANCE .

=, ANALYSIS OF VITAL RECORDS INFORMATICN
2. ACCESS CENTER




ATTACHMENT "H"

Onondaga County
Infant Mortality

Action Plan

May 14, 1990
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Infant Mortality is an important variable for understanding the health of ﬁopulatxons
The infant mortality rate, usually essed as the number of infant deaths per 1000 live births, 1s
2 key indicator of community health because it measures the health of the most dependent and
most vulnerable segment of any population. The infant mortality rate of 2 population serves as
an important epidemiclogical indicator of other critical issues, such as the uacy of prenatal
care, the nutritional status of the mother and child, access to medical care, and a host of socio-
economuc vanables. For these reasons, infant mortality s often used as the principal variable
whedn comparing the heaith of populations in varying areas and facing varying socio-economic
conditions.

The infant mortality rate in Sz::cuse is hi than that in 27 dties of comparable size The
black infant mortality rate is disturbingly high (27.4 deaths per 1000 live births during 1981 - 1387}

Compared with 18 large cities including New York, Bostor, Chicago and Detroit, Syracuse has the
highest black infant mortality rate of all. Because the moﬂaumte for white infants in this
county is relatively low (2.2/1000 for the same period), the risk (o black infants is nearly triple that
of whites. Thus the black:white nsk ratio for Onondaga County is also the highest of any in the
aforementioned group of cities. Beginning in 1983, much of the elevated risk to blacks has been
concentrated in the postneonatal period, ..e. from 28 days to one year of age.

Infant mortality in the City of Syracuse is considerably higher than the remainder of the
County. Average rates for 1981 through 1987 are 15.4 for the City, and 8.8 for the remainder of the
County. The aven‘ge nisk ratio for City/County is 1.75 (range = 1.4 to 2.3), meaning that a child
bom in the City of Syracuse is 75% more likely to die during its first year than a child bom
outside of the City. (See Data Summary in Attachment A)

LEADING RISK FACTORS
A. Late/No Prenatal Care
Identified Barners To Care:
a. Financial
b. Poor Coordination of Services
¢. Lack of Transpartation
d. Lack of Child Care
e. Substance Abuse
Low Birth Weight/Prematunity
Teen Pregnancy
Minority Status
Poverty
Domestic Violence
Substance Abuse
Parenting lssues
Inadequate Pediatric Health C are
HIv

TeZOTMEgn®
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I COMMUNITY ACTIVITIES

A. County Exacutive "ffice established the Access to Care Commitiee
B. Trip to Toledo, ‘ hio to observe and review Infant Mortality Prevention

. C. Trip to Hartiord, CT ‘o observe and review Infant Mostality Prevention

D. Human Service Forum - Januaty. 1990
E. Neighborhood Based Initiatives
F. Fow
. G. Case Management Provider Group
H. Access Center Development with Syracuse University
I. Networking with Medical
J. Presentations to Numerous Community Groups

I ACTION PLAN

The Onondage County Departments of Health and Social Services are engaged in
a number of joint inihaiives designed to improve maternal and infant health
outcomes and reduce infant mortality. The Departments are working closely with
local health providers and community organizations to provide greater access to
health care and suppost services for pregnant women and infants. This extensive
action plan includes the coordination of case management. medical care, soal
support and evaluation services,

A. OUTREACH & CARE COORDINATION

1. PCAP Transition

Effective January 1, 1990, Medicaid assumed the role of fiscal
administrator of New York State's Prenatal Care Assistance Program
{PCAF). This expands Medicaid eligibility to include pregnant women
and infants up to one year of age whose family does not exceed 185%
of the fi 3sgoveﬂ‘y' level. During the first three months of 1990
there were new cases opened for Medicaid using these new
standards.: As these new eligibility requirements become known
throughout the community. it is assumed the caseload will continue
to rise at an increased rate. Therefore, it is estimated that 1.200 to 1.500
additional Medicaid cases will be opened this year under the PCAP

program.

62
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et lli: Seryioes ! -x I 5& .! !
TASA 1s contracted through DSS to The Salvation Armv and oiters
supportive counseling and case management to pregnant and
parenting teenagers. Presently, the TASA program covers teenagers
through their eighteenth birthday who are in receipt of ADC Public
Assistance benefits. In 1990, TASA will expand to include teens
through their 19th birthday in all categories of assistance. This is
estix;;éed to increase the number served from 150 teens in 1989 to 500
tn 1990,

C I Medicaig Case M (CMCM)
In aadition to TASA, the Department of Social Services currently
funds the CMCM Pilot. The purpose of the CMCM Pilot is to assist at-
risk women and infants access medical and social support services.
through an intensive case management and outreach model. When
CMCM is fully implemented, it will be administered by Syracuse
Community H);alth Center. The five pilot outreich workers are
stationed at Crouse Irving Memonal Hospiral, SUNY Health Science
Center, St, Joseph's Hospital, Syracuse Community Health Center and
MANQS/ Vincent House.

New York State Community Health Worker Grant
This grant funds intensive community-based outreach and case finding
activities in the two highest risk areas of the City of Syracuse. Three
outreach workers are assigned to the Hilltop area through PEACE. In¢
and three are assigned to the Southwest Community Center.

\ . { Public Health Nursing T
Public Health Social Work staff will work in comunction with
outreach workers to address a broad range of social service needs tor
high risk nursing team clients.

" Health Department Commissxoner James Miller. MD. and Social

Services Commissioner Robert Stone have established a coordinating
group co.xprised of local human service agency directors with
experience h case management The aim of this group is to determine
what services we currently available for the target popuiation. to
coordinate these -ervices and deade how best to utilize new outreach
and case managemont workers

6 J
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7. Access Cenier

A computerized database is under development with the sssistance of
Syracuse University. The system will track ail at-risk women and
infants to assure timely outreach intervention, maintain 2 case file on
each tracked individual to facilitate case management and collect and
analyze data for future planning purposes. (See Attachment B)

5. MEDICAL

1. PCAR Trangition
See description above - IILA.1

2. Qpening of Family Health Services/Integrated Clinic

This clinic, held at the Civic Center, consolidates services at one site to
rovide increased accessibility to the full array of County Health

Btpmt ¢linic services.

Drug and Alcohol Services
Through the Department of Mental Health, the Cutpatient Dru
Clinic at Crouse Irving Memorial Hospital provides individual an
g:)u counseling for pregnant and parenting women. Additionally,
e tomemHul&lanopoun the expansion of
Syracuse Comnunity Health Center's Alcohol & Substance Abuse
Services to increase the number of people served. These programs
will accept referrals to provide counseling, to increase substance abuse
awareness and to improve maternal and infant health outcomes.
Pending the results of the Department of Health's surveillance
grogrm. the tmerts of Health, Menta] Health and Social
ces will programs to ensure rehabilitative services.

Fetal Alcohol Syndrome (FAS) Grant

The FAS Prevention of Disabilities Project has established a
community-wide Task Force. The p of this Task Force is to
reduce the incidence of disabilities resulting from matemal drug and
alcohaol consumption. Task force sctivities indude data collection and
analysis, m&.ﬂoml and public education and service and referral
coordina

.
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C. FAMILY AND S5QCIAL SUPFORTS

1

Qutstationung for Medicaid Intake

To assure Medicaid coverage for eligible low income pregnant women
and infants, Medicaid intake workers will be assigned to work at the
major provider sites of prenatal and newbomn care services. Presently
they are outstationed at St. Joseph's Hospital, Syracuse Community
Health Center, SUNY Health Science (?enter and the Onondaga
County Health Department PCAF clinics.

Quisiationing for Women. Infang & Children's Program (WIC) Intake
To assure early admission into WL~ for high tisk pregnant women,
WIC intake workess are assigned to work at the major provider sites
of prenatal care and newbomn care services. Presently they are
outstatoned at St Joseph's Hospital and Crouse Irving Memorial
Hospital. Additional outstationing is planned.

Txﬁgmmm of Social Services is currently evaluating funding
options and modes of transportation for at-risk women and infants to
medical appointments. A combination of taxis, bus tokens, agency
vans and paid mileage for outreach worker vehicles will be utilized.

" The Department of Social %im is considering expanding child care

services for clinic purposes. It is yet to be ined whether a
centralized site or 4 number of individual sites will be designated for
child care.

Drug & Alcohol Services
See description above - 11 B3
. Do

Romestic Viclence

The Department of Social Services contracts with Vera House and
Dorothy Day House to provide support services for battered women
Vera House also operates a new program known as Alternatives:
Buslding Non-Violent Relaucnships. s is an educational program
for batterers. While many partiipants volunteer for this program.
others are court mandated.
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The Department ot &fm Services contracts with numerous agencie

mncluding Catholic Charities, Child and Famuly Services, and The
Salvatioh Armmy to provide a vanety of supportive and rehabilitative

® services for families at risk of child abuse or neglect. The Parents and
Children Together (P.A.C.T) Program is a new program now dvailable
a: a preventive service within the Department of Social Services
Children's Division. This innovative program is designed to provide
¢nsis intervention services to families with children at immunent risk

- of placement. The Department of Social Services will evaluate
existing programs o determine whether expansion or further
development of new services is warranted.

D. ASSESSMENT & EVALUATION

1. Surveillance Activities
The Bureaun of Surveillance & Statistics in the Health Department
will undertake addinonal activities associated with funhcﬂﬁ our
understanding of the infant mortality problem and associated risk
factors,

a

This program will conduct comprehensive reviews of all
infant deaths in Onondaga County. Included in this process
is an interview with the mother and analysis of medical and
human service records. Based on the findings of these
studies, a Community Review Team will propose
mnterventions and Folicies to address any preventable factors
associated with intant mostality.

b. i
Through surveys, analysis of anonymous drug screen
specimens, and indirect measures, the Surveillance program
will attempt to characterize the nature and extent of
substance abuse duning pregnancy as a basis for additional

program planning efforts.

c of Vital R

A computenzed intormation system is planned for the Vital

Recoeds office. Thus svstem will allow ovore imely and more

complete analvses of information from birth and death
ates. By reporting on low birth weight and other high

risk births more guickly, the system will also serve as the

basis for more timeiv referrals for public health nursing

interventions

£

33-794 0 - 91 - 3
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See descnpuon above - IDLA.7

Iv. OTHER KEX VARIABLES

The Action Plan outlined above is designed to address man_ of the leading
tisk factors associated with infant mortality. Unfortunately, there are many
additional variables that must be confronted this community will realize a
significant decrease in infant mortality rates and in dinmmdes among racial
groups for these rates. The following list, although not inclusive, represents several
issues outside of the scope of current Onondaga County Depariments of Health and
Social Services activities. Further shdy and compr. hensive intervention are
warranted in each of these areas.

A. HUMAN SERVICE FACTORS
1. Number of Physicians Accepting Madicaid
2. Cultural Sensitivity Training For All Human Service Providers

3. Waiting Times & Conditions For Clinic Visits
4. Continuity of Care

8. ECONOMIC DEVELOPMENT

3. Education
4. Housing

b
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V. COMMUNITY OBIECTIVES

The Departments of Health and Social Services with consultation from
Mental Health have established the {ollowing five and ten year objectives (See Table
on Page 9. The County assumes a leadership role. and the current action plan will
play an integral part in this fight. However, achievement of these oblectives will
depend on a community wide effort to battle infant mortality The communuty at
large must be willing to expend time, energy. and resources in coordinated fashion.
Civic organizations, educational institutions, churches, neighborhood assocations,
private industry and all human service providers must share responsibility for
improving the medical and social conditions that sesult in infant mortality. In five
vears time, the County will reassess these objectives based on the success of the
current action Plan as well as community initianves.

DEFINITIONS OF TERMS

Infant Mortality Rate: Assesses the extent of infant (cluldren up to one year
of age) deaths mn a population. The infant mortality race (IMR) is calculated as
the number of infant deaths divided by the number of births in that
Eo ulation in the same year. This quantity is multiplied by 1,000 so that the
MR can be read as the “number of infant deaths per 1,000 Live births.” When
an IMR is used for a specific population, both the number of deaths and the
number of births is speafic to that population. For example, the infant
mortality rate for white infants in Syracuse is calculated as the number of
deaths of white infants born to SyTacuse residents. divided by the number ot
white infants born to Syracuse residents.

Low Birthweight: Infants which weigh less than 2500 grams (i.e. 53 lbs) ar
birth are classified a3 “low birthweight™ infants.

Lat¢ Entry to Prenatal Care: Women who either mmuinate prenatal care in the
last tmmester (months 7 through 9) of pregmnﬂr are considered to have
received “late prenatal care” T‘Exs group is usually combined with women
who received no prenatal care in a Late or No Prenatal Care” category.



COMMUNITY ONECTIVES
Curent | Objectives |
LATY or NO PRENATAL CARSE | I
Onondaga County Total 22% <32% tos |
Syracuse Total 34% . 10% |
City Minority Si% ¢ 10% I X
% [OW BAITN WEIGNT BIRTHS {
Onondaga County Total 64% <59% 50% ;
s Total s5% <77% so% |
cm Minority 13.3% <99% 0% |,
SUBSTANCE ANSE Dy PREGNANT :
or PARINTING WOMIN
Onondaga County Total Unknown | Sub. Abuse Raducebv | |
Toxal i atthus surveillance  20% from | |
Minority ame, sysem ¥ 199% !
NWANT MORTALITY RATR :
Onondaga County Total 108 <91 70
Syracuse Total 152 <126 o
City Minoaity 223 <176 T

1) "Curtent Rederence” valuem are the kocal sverages for 19851967,

(2 Fivw-yoar obyecmves &0 intmndad &3 have our 2rea be better than o equil & comparabie
ares s New York st T Onondtaga Countv obwectve is the oversil rat for
Upetate New York (Le. NYS New York Cityv). Syracuse obyectives are
calculatnd o the svarage of el lov Puifalo. Rochester. ant Alany.

The olwactives ace the raims for thane arsas 1r 1993 Shown hare ko

reference are tha raamp or tvase arwas . 199817

Fivervear obwcives kor mwacrely populascns are designed 1o reduce the racial differencal
by 50% 1 five yoarn. Tom yoar obcuves ane 0 ¢himunate racal diffecnces

altogeihes.
3 Terwvear ctyacnvar are talum from the U S Surgeon Conerals Year X000
Odwctives for the Nation™, or are denved mdependentiv whare natonal

abyves are lacking.

* Dam for cakculanon of obctive not yet svatlable rending datm requent from NYSDOH.
¥ The checuve 18 55 Aave & SUrvesllance Sysiem in piace 0 assens U examt o¢
MDSMACE Al 1) S POPUIANON. and 1 Rave eaDie esamams of the
peevalence by 1999, TS value woukd seeve 4s the Danis t0e the 10-year obwchve.

6.
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SNQNDAQGA COUNTY
NTONT MORTALITY DATA

FACT SHEET

Phase |

s Overall infant mostaliiy rate for the County (s not dlevamd
(1965~ 1967 rase o 10.4 deathe par 1000 live bertha: NYS average » 107
Upetse Avernge [to, NYS exciuding NYC = 0.1)

ehnhhﬂwoﬁSmhMﬂmﬁﬂdﬂudm able size
11967 dam: Syracuses 7&Mmmww.. = 164
Survey by R. Lagee, M.D.. Hospemsl ve Counnsl)

* Rate for Black infants is approxamately three tumes the rate for Whate
nfants
fxmr City sversgms: Wiiient 3. Blcke X0

o Rate for Mack infants is ugher than 18 large urban canters, based on 1985
data
Syrecuss dam boand o 196404 avernge (= 27 3] ; Secornd Mgheet in survey-
‘m‘m-ma&mm'aanum

o Neonatal tLe. besh @ one memih) Tartality rate (NMR! for Klack infants s
mrmmm&t«%uum:wmmmm-umx

s Postrwanstel (ia. one mens w ene yoar) ortality rate (PNMR) for Riack
infants ncreased from 1962-1967, to be thoee w0 four times that of Whites
n?;-xmca m!m-mn-u.mmw 1904-190k Whawe FNMR

Fhase 1)
* Causas of neonatal dsaths are associated primarily with presaturity or
conpanital anomulies.  The single cause of Postneonatal Mortalitv

1s Suddan Infant Death Syndrome.  No obvious differences in causes or
dea h exist between the races.

-Wm;mmumyh ;mmw«:.s«mmmdmhyom
nay wil YTACUSE.

* Prmary influences on infant Mortality are low birth waight, premalure
delivery, and late/n0 ety (o prenatal case.

* Influences of Back race, poverty, and teenage motherhood are madiated
through the peimury influences.

* The percentage of Rack births wath Late/No prenatal care have risen
sharply betwem 1961 and 1987, from 20% OM1&avg) 10 5.0% (190647

avg.h
* Race and poverty have statistcallv independent influsnces on infant

moetality.

. MarnmytL Low Wrth Waght Black :nafants is 1.7 dmas that for LBW
White infants. For normal werght :nzants the Black mortality rate s 39
ticnas as high,

Cnlame otherwise noted, sl dam were provided by the NYS Naskh Deparenert
Buress of Vi) Satslics.  Asiveer -mcanczmwnm&uw
Health Deparanant, Buress of Survedance and Siesos

7))
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Infant Mortality in Onondaga County, 1980-1987
II.: Analysis of Risk Factors
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Abstract

The risk of a black infant dying waa triple that of a white infant bom in Onondaga
County, NY during 1981-1987. Evaluation of the causcs of death fails to expiain this
disparity; the causes are diverse, Iack clear-cut medical remodics, and do not differ
apprecia’dy berween black and white infants. Analyses of socioeconomic correlsies of
infant moetality rate (IMR) were carried out. The results, which are the focus of this
report, establish some basis for an informed opinion about why these racial differences in
IMR exist. Comparison of tract-level data between sets of census racts with similar
poverty levels but different racial composition indicates that IMR is significandy higher in
poor areas of Syracuse with high proportions of black residents relative to comparably
poor, predominantly white areas. A subsequent, more comprehensive anslysis of likely
IMR cocrelates using tract-level data revealod thae low birth weight (LBW), late/no prenatal
care and prematurity are the primary associaes of differences in IMR among Onondaga
County census tracts. Comparisons of black and white infants using birth certificate data
indicate that on average, black infants are & significantly greater risk of LBW, Iste prenasl
care, and premanurity thex arc their white counterparts.
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Introduction

Tha Nack infant montality rate (IMR) in Syracuse and Onondaga County, New
York is disnuehinaly high; the preceding paper in this series established that the overall rate
<a$ 27.4 deaths per 1000 live births during 1981-1987. Compared with 18 large cities
including New York, Bostort, Chicago and Detroit, Onondaga County has the highest
biack infant mortality rate of all. Because the mortality rase for white infants in this county
is relatively low (9.2/1000 for the same period), the risk to black infants is nearly riple that
of whites. Thus the biack:white risk ratio for Onondaga County is also the highest of any
in the aforementioned group of cities. Beginning in 1983, much of the elevatad risk 1o
biacks has been concenmated in the posmeonatal period, i.c. from 28 days t one yesr of
age.

This paper describes additional analyses 11 which we examine the causes of infant
deaths and evaluate some posential correlates of infant mortality. Our purpose is o identify
those socioeconomic and medical condidons which are most songly assaciated with infant
morality in Onondaga County and to provide information that will assist in planning
effective strategics for intervention,

Causes of Mortality

As 2 point of departure, csuses of infant mortality were examined on the
assumpeion that they may indicate underlying medical and social risk factors. Results of
this investigation are presented in Figure §. In general, the causes of death sre diverse,
somewhat nebulous, and Iack clesr-cur medical remedics (Figure 1). Furthenmore, the
pattern of causes is swikingly similar for both races, particularly during the posinconatal
period, which is especially risky for biack infants. For example, SIDS, a caegory
representing undiagnosed causes of death even afier an aucopsy is perfarmed, accounts for
approximately haif of the deashs of boch black and white infanty during the pasmenanl
period (Figure 1). Thus, this mettod of analysis failed 1 identify any causes
disproportionasely represcnted in biacks that might have pointad 10 unique medical or
socioeconomic risk factors smong the deceased black infants.

General Infiuences os IMR: Race and Poverty

Abundant evidence int larger studics of the U.S. population indicases that non-whise
race and low sOCIoECONOIMIC stadus are tighty linked, and are comelased with elevand IMR.
Therefore, in evaluaring possible explanations for the large dispasity in mortality rases
berween black and white infants in Onondaga County. it becomes important 10 determine if
race is simply a proxy foe income. An altemative explanation posts thas racie] differences
n risk factors other than income also are involved, and they compound the already high
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risk faced by the poorest segment of our community. Obviously, distinguishing between
these gliermatives is important in tiloring effective public heglth inserventon sTuegies,

Analysis of risk factors that involve socioeconomic status could not be conducsed
using information from individual birth or desth cevtificates, because poverty indices can
not be obtained from these records. Instead, we used average data for census tacts,
including the racial makeup of wacts and their poverty status in 1979, which were obeained
from the 1980 U S. Census. Elapsad time berween the Census and the collection of the
MR data may contribuie 0 measurement eror, since some tentporal changes in poverty
status undoubtedly occur. Nevertheless our tochnique is justified, in part becsuse the
overnll pamem of populstion disribution hes not changed appreciably. Furthermore, the
main effect of this ime lag is o make it more difficult © demonstrase sny stanstical
association between the 1979 socioeconomic dats and the IMR and madical risk factor data.
Under such agverse conditlons, any association we might ind would be & conservative
estimate,
Multiple linesr regression was used as the first test of the hypathesis that race is 2
proxy for income and that factors associated with socioeconomic starus eclipse race as
predictars of IMR. A result consistent with this hypothesis would be to find that a
regression madel containing both a racial and an economic index has no greases ability o
predict IMR than an altemative mode! contining only the econoaic index. In fact, the
actus} results of the multiple linear regression analysis are just the opposite; the percentage
of black houscholds per census tract is a strong, positive predicioe of IMR ont a per tract
basis. In conmast, percenage of households below poventy level does pof provide
additional, unique infarmation which significantly strengthens the predictive ability of the
regression (Table 1). It should be noted here that we are not disavowing the influence of
socioeconomic factors on IMR. Insiead, we suggest that bodh race and poverty probably
are involved, but this regressioa analysis indicates that factors sssomarad with racial
composition shaw a tighter statistical relagionship.

A second anslyvical method was used to check and to expand upon the results of the
regression analysis. In this method, we selecied seven pairs of relatively impoverished
tracts in Syracuse, with cach pair having one ract with a substantial black populstion, and
the other being prodominantly white . Each par was mached intemally for the percenage
of households per tract that fell below poverty level in the 1980 census. We chockad the
efficacy of our selection process and found no statistical difference between the two groups
in terms of povesty but also found that the planned difference between thems in racial
compasition was statistically real (Figure 2). Our regression results suggested that race has
important effects beyond its linkage with poverty siatus. It follows that IMR should be
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higher in macts with high percentages of black residents. On the other hand. if race acts
solely as a groxy for income, then IMR should not differ between the groups, because they
were equivalent with respect to the poverty index. The actual results are that duxing the
period 1981-1983, IMR is significantly higher in poor areas of Syracuse with high
proportions of black residents relative t0 corparsiXy poor, predominanty white arcas
(Figure 2). This finding confinns the results of the regression analysis and suggests again
that race o factors linked with race are important comelates of infant mortality.
Delving Deeper: Assessing Some Specific Risks

A logical next step was (o shift the focus of our investigation away from the general
influences of race and poverty and evaluate some more narrowly-defined IMR risk factors.
We chose seven variables for study that meet two eriteria: 1) they have been implicated as
risks in some larger studics, and 5o they are likely to be important locally; and 2) local tract-
based data are available. The variables chosen (see Table 2 for definitions) are: toenage
motherhood, low birth weight, prematurity, delayed or no prenasal care, racial composition
of tracts, proportion of births to black mothers, and poverty. The multiple lincar regression
technique was used to determine which of these putative factors is/are most strongly
associated with differences in IMR among census tracts. Alternatively phrased, the
question becomes: Which of these risk factors provides the most information to predice the
rate of infant 1>etality for a particular census oract? An answer 10 this question should be
helpful in developing plans to combat infant mortality. Resuits of the multiple regression
analysis suggest that low bisth weight, premarurity, and late or no prenatal care are the most
valuable predictors of infant mortality (Table 2 and Figure 3). A linear combination of
these three factors accounts for nearly half of the variaton in IMR among Onondaga
County census acts (r=0.46, F(3,118]=33.6, P=0.0001). Given the inherent limitations
of this technique, this is & remarkably strong association. Supplementary analysis
indicated that all seven of these variables are righty correlated, both among themielves and
with IMR (Table 3). However, the regression results also indicase that poverty, matemal
age and measures of racial conposition per wact (o pog provide additional, unique
information which would significantly improve our ability to predict IMR in Onondaga
County census tracts.  Another way of statng this result is to say that & model containing
information on all seven of these risk factors is no benter at prodicting IMR outcomes than
is a model containing only tract-level data on low birth weight, lae/no entry into prenatal
care and prematurity.
Racial Comparison of Risk Factors

In the course of this report, our focus has shifted from the rather broad, inclusive
sisks of race and poverty towands consideranon of more narmowly-defined factoes such as

~7
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birth weight and enry into prenatal care. This reductionist approach may be funher served
by contrasting IMR risk factors obeained from the individual birth records of whire and
black infants. Since IMR is significandy higher for blacks and since Jow birth weighe,
prematurity and late/no prenatal care are relatod 10 IMR locally, one would prodict that these
risk factors should be greater for black infants. Qur analyses indicase that on sverage,
black infants were at higher risk than white ones with respect 10 every factor considered
during the period 1985-1987 (Figure 4). Black mothers, on average, were younger and
they entered prensiai care significanty later than their white counterpasts (Figuse 4). The
percentage of black mothers in Onondaga County receiving late/no prenaal care has
increased substantially since 1981, and the biack:white ratio for this risk factor was 3.4:1 in
1987 (Figure 5). In addition, black babics bom during 1985-1987 weighed less and they
had shorter gestational periods than white infants (Figure 4). These findings provide s
basis for an infoemed opinion about why the dispasity between white and back IMR cxists.
It should be noted however, that the results of these analyses do not establish causation,
only statistical associstion.
Analysis of Weight-specific IMR

When infant mortality rates are categorized by race and birth weight classes, it can
be seen that black infant morulity is significandy higher than the rase for whise infanss for
individuals weighing less than 2500 gm at birth (Table 4). This, in combinasion with the
finding wat there is & higher proportion of biack births belaw 2500 gm (Tabie 4), lends
fusther supoort for suggesting that prematurity and low birth weight are impostant
contributors o the unacceptably high rates of black infant deaths in Syracuse and Onondaga
County.
Spatial Patterns of IMR and Risk Factors

The series of Syracuse neighborhood maps (Figures 7-14; see Figure 7 for OCHD-
defined neighborhood boundarics) shaw the spatial pattern of IMR and risk factors within
the city limits and provide an effective visual summary of the the information described
previously in sutistical wrms. These maps indicate that areas of the: city with high IMR
(Figure 8) generally coincide with areas having late or no engy into prenatal care (Figure
9), premanurity (Figure 10), and low birth weight (Figuse 11). The areas with the highest
IMR and associsted risk facsoes are the near south and west neighborhoods, as well as the
series of census racts extending along East Fayene Strect.  These arces gencrally have
sizeable black and poor populasions (Figures 12 and 13) with s slatively high rases of
teenage pregnancy (Figure 14). Knowledge of this spatial petemn of IMR and its attendant
risk factors should prove t0 be valuable in planning methods and selecting target areas foc
intervention.
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Discussiorn. and Conciusions

We have summarized the results of the regression analyses in Figure 15, and have
suggested likely (to us) directional sssociations berween variables. It is impormant to noe
that regression analysis measures oaly statistical association- not causal relavonships.
Based on the extensive litesature available oa this subject, we suggest here some underlying
causal relationships that may explain these statisical associatons. The main result
depicted here is that only the primary comelates conmibute significandy to the explanation of
varistion among tact level MR, Among the primary comelates, both peemanure birth and
low birth weight are likely to be results of lae (or no) eary into prenatal care; and low birth
weight certainly is a direct result of short gestation. Causal relationships among the
secondary correlates are less easily inferred, so we have merely drawn lines interconnectng
Poverty, Black Race, and Teenage Pregnancy.

Caution must be used in interpreting these (or any multiple regression) results.
While the technique is very powerful, it is no mone powerful than the information available
for analysis. A number of potentially impcrtant variables are not svailable for these
analysis. including consistency of prenatal care (i.e., the number of prenatal visits, not
merely the timing of the first visit), measures of hospital or pediatric care, parenting sidlls,
and family status (e.§.. the numbers of supporting adults in the household). Apparent
influences of any variables we included could be scrving as a proxy, entirely oc in part, for
these or other unmeasured variables. The independent influence of Laie or No Enwry into
Prenatal Care is a good example.  Its statistically independent comelation ruggests
wfluences other than those mediated through Low Birth Weight or Prematuricy. It might be
that late care results in developmental deficits not reflected in birth weight. It might also be
that late entry to care reflects poor madical care or access: perhaps the essential, but
unmeasured, influence on IMR is inadequate pediammic care. We urge considerable
circumspection in the interpretation of these resuits.

Although teenage pregnancy does not explain a significant portion of variation
among census tracts in IMR in our community, the available literature suggests that it could
play at least a supplemental rols in the risk process. The annual percentage of black births
to females aged 10 through 19 has fluctusted between 25.6% and 28.8% during 1981-
1987, at roughly 3.5 times the comparable rate for white mothers (Fijure 6). As we
pointed out 1n the previous repors, 24% of all black posmeonatal deaths occur when the
mother is 17 years old or younger, while only 14% of the live births are to mothers in this
age group.

Perhaps the most impostant results of all of these analyses are the indications to the
health care delivery system as 10 where efforts should be directed to amcliome the local
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infant motality problemy.  The absence of clearly treatable causes of death suggess that no
medical "Magic Bullet® solution exists. Only a geacral, substantial improvement in the
matemal and child health system is likely 10 bave sny impact. Two of the posential
influences depicied in Figure 15, Engy 10 Prenatal Care and Teenage Pregnancy. can be
wrgeted directly, with the expectation that problems of low birth weight and prematurity
can be lessened as arcsult.  The maps in Figures 9 and 14 suggest areas where these
intervention effocts are needad most critically— the south and west sides of Syracuse, as
well as the East Fayette Street area.

Of course, the fundamental underlying problem of racially-bissed poverty should
not be ignored here merely bocause it is beyond the scope of the healds care system’s direct
domain of influence. A permanent solution requires & community-wide effort involving
not only health care, but also the social services, aducation, and economie syscems if
Onondaga County is to remedy this profoundly roubling probiesy.
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Figurs 1
Causes of Infant Deaths
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" Figure 2. Mean valugs of IMR and putstive risk factors for seiected Syracuse
census tracta with high percentsges of biack reekients (>40%, represadtaat by soikd
bars) or white residents (>92%, represanted by hached bars). Tracts from each
group were malchad for aarcentage of housshaide below poverty. Means sre
presented on & Pev Iract Dasis. Asterisks indicate significant diffevences batween the
groupe, as determined by Wiicoxon Two-Sample tests, while *na” indicates
non-gignificant differencas. Basad on data from New Yok State Vitel Records for
1981-83,

MR (Desthe por 1000 Live Birttw)
Noueshokis balow Boverty (%)
Houashokde that are Black (%)

Mother's Age (Years)

Maoitwr's Education (Years)

initiation of Prenatal Care x 10 (Mactiw)
Gastational Age /10 (Deys)

Math Welght/100 (Grams)

Frepared by: Qnandaga County Heatth Departmant. Bureau of Surveikanoe and Statistics
Data Source: New York Siate Bureau of Vital Statistics
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Figurs 3. MR va. Selected Risk Factors. IMR per census tract
plotied aganst nsk factors selected through multiple multiple
regression analyss. Data sre for Onondaga County tracts, 1985-1987.
Tracts in which there weve leas than 50 births dunng this penod ace
excluded.
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Figure 3 Cont. (MR ve. Selected Risks. IMR per census tract plotted

against nsk factors seiected through multiple multiple regression ansiys:s

Data are for ail Onencaga County tracts, 1985-1987. Tracts i which there were
less than 50 births during this period are excluded.
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Figure 4. Racia!l Comparison of Risk Factors, Birth Centificate
Data. Mean valuse of mortality risk factors for white and biack
nfants born to Onondaga County residents during 1985-1987.
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Figure5.  Births to Teenage* Mothers by Race and Year
Onondaga County, NY 1981-1987
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Figu 6 ENtry to Prenatal Care by Race and Year
Onondaga County, NY 1981-1987
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Figure 8

INFANT MORTALITY RATE
City of Syracuse "Neighborhoods™, 1985-1387
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Figure 9
LATE/NO PRENATAL CARE

City of Syracuse "Neighborhoods”, 1985-1987
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Figure 10

PREMATURITY: Percentage of Births with Gestationsl
Age Less than 37 Weeks
. Clty of Syracuse "Neighborhoods™, 1985-1887
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Figure 11

LOW BIRTH WEIGHT
Clty of Syracuse "Neighbarhoode™, 1985-1987
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Figurs 12

BLACK HOUSEHOLDS
City of Syracuse “Neighborhoods”, 1980
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Flgure 13
POVERTY
City of Syracuse "Neighborhoods™, 1980
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Flgure 14
TEENAGE MOTHERS
City of Syracuse "Nelghborhoods®, 1985-1987
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Figure 15. Nelwork of associstions among risk factors for Infant mortaiity. Prmary
correlates of IMR (prematunty, iow Dth wiinght and (8I/N0 Drenatal CRIG) Were seiected on
the Dagis of muliple regression. Al six correiates are significantly intemeiated; the single.
hegvy srrow between the primary and secondary comelates is a simphified way to
represent the fact that all secondary correlates are cormelated with all primary correlates
{se® Table 3).
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Table 1. Muliiple Regremsion 11 Race and Income. S
and of racial composition pes tract, for the periods 1981-1983 and 1984 1986

of readts of repression of IMR apainst anindes of inciwie

VARIABLE

Percentage of Households
Beiow Poverty per
Census Tract

Percentage of Biack
Househalds per
Census Tract

Jnclusion of Varieble
Ability to Predict IMR?
1981- 1N¢-
1983 1996
No No
\
Yes Yer

Sample Siae (w)
1981 198¢.
1983 s

55 56
b3 56

R-Square (%)
1. 19%¢.
1983 13 L
23 26

Analysis includes Syracuse census racts oaly.

R square represenis the percentsge of varisnce in IMR gmong tracts that is sccounted for by inertract differcaces

in the poverty index.
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Table . Muiiple Regression I1: Sclected Risks For IMR. Sumimary of resulis of mubtipk regression of IMR per contus teact
against the listed set of independemnt vanables. A linear combinain of the firsi three vanahles histed accounts i 46% oof the
varintion in IMR among census tracis.

Inciusion of Variable

Independent Derivation/Delinition of Varialie Significantly Improves
Variabe {on 8 per Cenams Tract Basls) Abitiy to Predict IMR?
Low Birth Weight Percentage of Birthe Loss than 2500 gm. Yes
Late/No Prenstal Care Percentage of Risths in which Prenatal Yes

Care Was Inkistod During Thind

Trimester or not st All
Premmiurity Percerwage of Births with Gertations} Yes

Age less than 259 Dayz (37 Weeks)
Teenage Pregnancy Percentsge of Births that arc to No

Teenage Mothers
Foverty Percentage of Households that are No

Below Poverty {1980 Census)
Biack Births Percentage of Births that are 10 No

Black Mothers
Biack Households Percentage of Houscholds that are No

Biack (1980 Census)

Data are for Onondaga Coumemm tracts, 1985- |98 Taacts fT whvieh totat live births during this period was Jess
50 individuals are exch . NE

Prepared by: Onondage County Health Department, Bureau of Surveillance and Statistics
Data source: New York Siate Bureaw of Vital Satistics and the 1980 £1.S. Ceneue

G6



Tabie 8. Simple Corretations, Mutris of all pairwise cosretations amxap investigated vatiables  Values represent Peareon
correlation coefTicients. Every coefficient is stativtically significant,

8
~
2 = :
Low Bleck Miack Teemage Late/No Pre-
e IMR Prematerity Birth Weight  Bicthe  Houstholds  Pregmancy  natsl Care  Poverty
3
@ IMR - L XL { X L X .58 (X e.54 (X ]
¢ Prematurity - (% zd (%7} (Y] (%4} 662 13
&
Low Birth Weight - a2 (Y] (X1 ase 052
Mack Birthe - (X"} o078 .56 04
Black Houscholds - .78 (X1} .64
Teensge Preguancy - 0.70 e
t.ate/No Presstat Care - 0.54
Foverty -

£6

Sample sizes for the cosrelatioos range from 122 10 126,

Prepared by: Onondage County Health Department, Bureaw of Surveillance and Statistics
Data Source: New York State Health Depastment, Burcaw of Vil Sietistics and the 1980 U.S. Census
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Table 4 TMR by Race and Birth Weight Classes. Infant moetality per 1000 live bisths to biack and
white rendents of Onondaga County i 1985. 1987, by buth waight classes.

Birth Weight Total Percentage Toisd B:W Risk
ClassRace Birthe of Bicthe Deaths IMR Ratio
» 2500 pm. 390
White 17,058 98 L) 29
Black 2312 87 26 11.2
< 2500 pm. 1.7:0 e
White 981 s 8 846
Rack s 13 3 149.3
Unknown
While § V] 2 .
Black 0 ¢ 0
AN We. Classes 41
Whise 18,047 87 138 1.5
Black 2.669 13 ™ 26

Asterisks associatod with the biack-whis risk rstios indicate significant differences betwoen the races.

Prepered by : County Health Department, Buresu of Surveillance and Statistics
Dm:owz:New\' State Buresu of Vital Starisncs

N
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Mr. McHugH. Thank you very much, Comrissioner.

I think our next witness will be Susan Stone, who is the Director
of the Prenatal Care Assistance Program at the Mary Imogene
Bassett Hospital in Cooperstown.

Ms. Stone.

STATEMENT OF SUSAN E. STONE, M.S., RN, DIRECTOR, PRENA.
TAL CARE ASSISTANCE PROGRAM, MARY IMOGENE BASSETT
HOSPITAL, COOPERSTOWN, NY

Ms. Stonk. I want to thank you for this opportunity to bring to
your attention some of the unique problems of women in the rural
areas of Upstate New York.

The Mary Imogene Bassett Hospital Prenatal Care Assistance
Program draws clients from eight counties in Upstate New York.
These are mostly rural counties, including Otsego, Delaware, Her-
kimer, Madison, Schoharie, Oneida, Montgomery, and Chenango.
We have seven outreach clinics that provide prenatal care to low-
risk clients. This unique health care delivery system has been rec-
ognized by the community to be an effective method of providing
accessible health care. These clinics are staffed by certified nurse
midwives and nurse practitioners. We currently have four certified
nurse midwives on staff. These certified nurse midwives travel to
the outreach clinics one day a week to provide care and they per-
foxl'm 99 percent of the low risk vaginal deliveries at Bassett Hospi-
tal.

The lack of prenatal care providers is of primary concern and re-
mains a pervasive problem throughout our multicounty service
area. Schoharie County is an example of this. This is an area of
great concern since their only obstetrical provider relocated to
Albany in July of 1990. Planned Parenthood of Schoharie County is
able to provide limited ambulatory prenatal care services to low-
risk women, but all high-risk clients must be referred to MIBH or
Schenectady for services, and this entails a one hour drive for most
clients. Currently, there are no delivery services available in Scho-
harie County.

Delaware County is another area of great concern. Delaware
County covers an area equal in size to Rhode Island. There are cur-
rently only two prenatal care providers in Delaware County. One is
our outreach prenatal care clinic located in Delhi, New York, and
the other is a single obstetrician in the far northeast corner of the
county. He is nearing retirement and the hospital is recruiting for
that position.

Delaware Valley Hospital has already closed its obstetrical unit
as of June, 1990. The lack of service providers, combined with the
obstacles including rural geography, weather and lack of available
public transportation for women makes it very difficult for women
in Delaware County to access health care.

Chenango County currently has no PCAP provider, although
Planned Parenthood of Broome-Chenango Counties, with the sup-
port of Chenango County Rural Health Network, is planning to im-
plement a PCAP program in the near future if start up funding is
available. Pregnant women in that county access comprehensive

16



96

PCAP services in all the surrounding counties, including MIBH
through the central and satellite sites.

Statistics for the eight identified counties show high rates of low
birth weight, late or no prenatal care, and teenage pregnancy. All
of these figures are above the averege for Upstate New York. There
is a strong correlation between high percentages of women receiv-
ing early prenatal care and lower percentages of women having
low birth weight and infant mortalities.

It has been noted that the adolescent population who enters care
later has poorer outcomes than the general population. The combi-
nation of poverty, rural isolation, and lack of resources further con-
tributes to the risk factors related to poor pregnancy outcomes.
These same variables have also been noted to contribute to factors
associated with maternal/infant substance abuse issues, smoking,
alcohol, and other drugs.

The MIBH catchment area extends over a 100 mile radius. There
is minimal public transportation in this region. Transportation is
often cited by clients to be the major problem in accessing initial
and cont/nuous care. Although the Department of Social Service is
required to provide transportation services under Medicaid, the re-
ality is that there are often several local DSS policies which limits
access and utilization of this service. Thus, clients cannot benefit
by a service to which they are entitled to under PCAP.

Examples of these might be such as there must be no other car
in the household, even if that car is being utilized by a partner t~
go to work and it is not available for the client to use to come to
prenatal care appointments. Another example is a two-week prior
request and notification in advance as to when a ride is needed. It
is not always possible :or women. Furthermore, there tends to be
minimal local community resources to provide the transportation.

Another vital resource to a successful pregnancz{ care irogram is
the certified nurse midwife. Certified nurse midwives have been
proven to provide especially effective care in providing comprehen-
sive pregnancy care to women and their families, especially those
who are medically indigent.

Nurse midwifery services are consistently successful in affecting
changes in both maternal and neonatal, birth outcomes. Their
methods of health care delivery have improved the access to and
utilization of health care and other community services. This
allows for a broadened and more collaborative approach to the co-
ordination of services.

Midwifery services in the MIBH system have proven to be effec-
tive in providing the full scope of services to this rural population,
especially since the philosophy and standards for care are consist-
ent with New York State’s gCAP Program. The CNM program also
benefits the hospital by providing cost effective health care serv-
ices, in an ever increasing health care delivery budget. With
common goals recognized and effcrts refocused, it has encouraged
the development of a more collaborative and collegial relationship
between the physician and the CNM.

Before a certified nurse midwifery program can be successfully
incorporated into a pre-existing health care delivery system for
prenatal care, certain issues must be dealt with, including: the atti-
tudes of all health care providers regarding nurse midwifery; un-

10
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derstanding of the mle and the functions of a CNM in the health
care team; distribution of workload among the total health care
team, including on call issues; appropriate reimbursement to the
CNM for services rendered, and access to delivery privileges; de-
fined responsibilities; continuing education; malpractice insurance;
and prchably one of the most important is publicity and communi-
ty eqé:cation about what a nurse midwife is and what she/he may
provide.

There is a tremendous need in all of Upstate New York for
nurses who are interested in pursuing CNM as a profession to have
available, accessible, and affordable educational opportunities to
pursue this career of choice. Currently, the number of nurses who
are interested in and apply to the few available schools in New
York and out of state exceed the number of available student slots.
All too often, potential candidates choose not to pursue this needed
career because of lack of financial resources, lack of qualified pre-
ceptors, family responsibilities, relocation demands, and the added
stress this undertaking demands.

Some general recommendations to help resolve some of these
issues to improve access and encourage enrollment in nurse mid-
wifery are as follows.

The government needs to address funding, regulations, licensing
and access issues.

State education and health departments must work together to
address potential resources that can be used for recruitment and
flexible educational opportunities.

State education and health departments must work together to
address the educational requirements, minimum standards for
practice, and regulations and policies governing nurse midwifery.

Government must negotiate with major insurance companies and
ad hoc committees to deal with these issues should be convened at
various levels. Members should represent the CNM, OB-GYN,
Family Practice, R.N. and other allied health care professions, as
well as include representatives from government, insurance compa-
nies and consumers.

I look forward to actively participating in the efforts to improve
health care policy which will enable women and their families to
access quality care in a timely, cost effective, and therapeutic
manner which will meet their needs.

Thank you.

[Prepared statement of Susan E. Stone follows:)
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PrePARED STATEMENT OF SusaN E. Svonk, M.S, R.N., PCAP Prograx DIRECTOR,
Mary ImocaeNe BassgrT HoertTar, CooPERSTOWN, NY

Thank you for this opportunity to bring to your attention some of
the distinct problems of women living in the rural areas of Upstate New
York, in particular, their attempts to access health care particularly
during pregnancy.

The Mary Imagene Bassett Hospital Prenatal (Care Assistance Program
draws clients from etght counties in Upstate New York. Thase counties
include Otsego, Delaware, Herkimer, Madison, Schoharie, Oneida,
Montgonery, and Chenango. We have seven outreach clinics providing
prenatal care to low risk clients. This unique health care delivery
system has been recognized by the community and hospital administration
and staff to be an effective method for providing accessible and
"sensitive” health care. These ¢linics are staffed by Certified Nurse
Midwives and Nurse Practitioners. We currently have four Certified Nurse
Midwives on staff. These CNM's travel to the ocutreach clinics one day per
week. They perform 99 percent of the low risk vaginal deYiveries at Mary
Imognne Basgett Hospttal, OQur 1989 statistics reveal increastng rates of
teen pregnancy, as well as a high percentrge women with late entry into
prenatal care which results in high rates of low birth weight and infant
mortality. Herkimer County has an overall infant mortality rate higher
than New York City and has the highest infant mortality rates in New
York State.

AFFILIATED WITH COLUMBIA UNIVERSITY
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The Yack of prenatal care praviders s of primary concern and remaIng
& pervastve problem throughout our muitr-county wervice dred. S hohar e
County, currently unserved, 1s another area of great concern singe therr
Qbstetrical provider relocated to Altany in July, 1990. Planned
Parenthgood of Schoharie County 15 able te provide limited ambulatory
prenatal care services . low risk gregnant women. A1l high risk clients
must be referred to MIBN or Schenectady for service {each 45 minutes from
Cobleskill}. There are no delivery services available in Schoharie
County at this time due to these Circumstances. (Consequently, the sole
hospital will be forced to close the Obstetrical Unit.

Delaware County (wnhich covers an area equal to the stze of Rhode
Istand} currently has only two prenatal care providers. One is our
Outreach Prenatal Clinic Yocated in Delhi, New York and the other is a
single obstetrician in the far Northeast corner of the county. He is
nearing retirement and the haspital is recruiting for that position,

Delaware Valley Hospita) has already closed 1ts obstetrical uintt
as of June, 1990. The lack of service providers, combined with the
obstacles including rural qeography, weather, and lack of available
publte transpertation and resources make it very difficult for women
tn Delaware County to access health care,

Chenango County currently has no PCAP provider, although Planned
Parenthood of Broome-Chenango Counties, with the support of the Chenango
County Rural Health Network, is planning to implement a PCAP Program in
the near future, if start up funding becemes available. Pregnant women
in that county access comprehensive PCAP services in all the surrounding

counties, including via MIBH through the central and satellite sites.
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Statictics for the eight identified ounties show high rates of Yow
birth weight, late or no prenatal care, and teenige pregnancy. All of
these figures are above the averages for Upstate New York. There 1s a
strong correlation between higher percentages of women receiving early
prenatal care and lower percentages of women having low birth weight ang
infant mortatities. It has been noted that for the adolescent poputatien
who enters care latar, this group has poorer ocutcomes than the general
population. The combination of poverty, rural isolatioen, and lack of
re-curcas further contribute to the risk factors related to poor
pregnancy ocutcomes. These same variables have also been noted to
c.ntribute to factors associated with maternal/infant substance abuse -
issues (smoking, alcohol, and other drugs).

The MIBH catchment area extends over a 100 mile radius. There is
minimal public transportation in this region. Transportation is often
cited by clients to be "the major problem® s accessing inittal and
continuous care. Although the Department of Social Services is required
to provide transportation services under MA, the reality is that there
are often several loca)l DSS policies which Vimit access and utilization
of this service. Thus, cltents cannot benefit by a service to which they
are entitled under PCAP, Examples are:

- There must be no other car in the household (even {f that car

is being used by the partner for work and therefore is
unavailable to the client for transportation).

- A two-week prior request and notification in advance as to
when a ride is peeded 15 required,

Furthermare, there tend to be mintmal local community resources
to provide the transportation (ie. drivers, outreach workers, vehicles,

or extended family members with the ability to provide this service).
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Ancther vital resource to a successful pregnancy care program is
the Certified Nurse Migwife. Certified Nurse Midwives have been proven to
be especially effective 1n providing comprehensive pregnancy care to women
and their families, especially these who are medically indigent. Nurse
midwifery services are consistently successful in affecting changes in
both maternal and birth outcomes. Their methods for health care delivery
have improved the access to and utilization of health care and other
community services. This allows for a broadenad and more collaborative
approazh to the coordination of services. Midwifery services ia the
MIBH system has proven to be effective in providing the full scope of
services to this rural population, especially since the phitosophy and -
standards for care are consistent with New York State’s PCAP Program.
The CNM program also benefits the hospital by providing cost effective
health care services, in an ever increasing health care delivery budget.
With common goals recognized and efforts refocused, it has encouraged
the development of 2 more collaborative and collegial relationship
between the physician and the (NM.

gafore a Certifiea Nurse Midwifery Program can be successfully
incarporated into 2 pre-existing health care delivery system for
prenatals, certain issues must be dealt with:

. attitudes of all health care providers regarding nurse
midwifery

- undcrsttndin? of the role and function of the CNM or the
prenatal health care team

. distribution of workload among the total health care team,
including "on call® issues

- appropriate reimbursement to the {«M for services rendered

+ - access to delivery privileges

o 100
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- defined responstbilities {ie. - high rtck situations, etc.)
and established protocols for care and services

- continuing education
- malpractice insurance 2nd iscues

- publicity and community education about what nurse midwifery
ts and provides

There is a tremendous need in all of Upstate New York for npurses
who are interested in pursuing CNM as a profession to have available,
accessible, and affordable educational opportunities to pursue this
career of choice. Currently, th. number of nurses who are interested
tn and apply to the few avatlable schools in New York and out of state
exceed the nusber >f available student slots. All too often, potential
candidates choose not to pursue this needed career because of lack of
financial resources, lack of qualified preceptors, family
responsibilities, relocation demands, and the acdded stress (physical,
emotional, and financial) this undertaking demands.

Some general recommendations to help resolve some of these fssues
to improve access and encourage enroliment {n nurse midwifery are as
fotlows:

- Government (federal/state) needs to address funding,
regulations, licenstng, and access issues.

- State education and health departments must work together to
address potential resources that can be used for recruitment
and flaxible educational opportunities (scholarships, the
development or addition of CNM curriculse *o existing nursing
programs, incentive programs to bring CNM’'s to an
unserved/underserved area, etc.).

- State education and health departments must work together to
address the educational requirements, minimum standards for
practice, and regulations and pelicies governing nurse
midwifery.

- Government (federal/state} must neqgotiate with major insurance
companies to address malpractice insurance and concerns.
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- AD KOC Committees to deal with these jssues should be convened
at vartous levels. Members should represent the CNM, OB-Gvh,
Family Practice, R.N., and other allied health care professions},
as well as include representatives from government (education
. and health departments), insurance companies, and consumers.

I look forward to actively participating in the efforts te improve
. health care policy which will enable women and their families to access

quality care in a timely, cost effective, and therapeutic manner which

will meet their needs.

Submitted by:

Ueiuon & QL1 (ne

Susan E. Stone, MS, RN

PCAP Program Director

MARY IMOGENE BASSETT HOSPITAL
ONE ATWELL ROAD

COOPERSTOWN, NY 13326-1394
(607)547-3226
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Mr. McHugn. Thank you very much, Ms. Stone.

Our next witness is l&{ary Cooper, who is the Associate Adminis-
trator of Family Planning Services with the Onondaga County
Health Department here in Syracuse.

Ms. Cooper.

STATEMENT OF MARY O. COOPER, ASSOCIATE ADMINISTRATOR,
FAMILY PLANNING SERVICES, ONONDAGA COUNTY HEALTH
DEPARTMENT, SYRACUSE, NY

Ms. CoopPer. Good morning and thank you for providing me with
the opportunity to talk about issues of access to health care as it
relates to infant mortality and the relationship between family
planning and reducing infant mortality, the need for federal in-
volvement and the availabie and quality services impacted upon b
the federal government, and finally, our work with the New Yor
State Council on Food and Nutrition. I would like to provide a brief
historical perspective on family planing in reviewing the problem
of infant mortality because I believe we need to look at where we
come from to adequately address where we are going.

Family Planning has been seen as having a critical role to play
in the reduction of infant mortality in this country since 1941,
when the Surgeon General of the Public Health Service determined
that federal funds could be allocated for family planning programs
in health areas. However, it was in the mid-1960s that a national
goal was set to ensure the provision of adequate family planning
services for those who wanted but could not afford them. And, of
course, in 1970, Title X of the Public Health Service Act gave prior-
ity to fumishinf family planning services through categorical pro-
grams serving low income families. A major priority in the pro-
gram then and now was to establish, expand or improve family
planning services in areas with high rates of maternal, perinatal
and infant mortality.

In the early 1980s, our agency in this community, in an attempt
to evaluate how well we were reaching the at risi women in our
community, developed a series of maps looking at poverty, educa-
tional status, low birth weight and infant mortality. And these
maps wzre developed on city census tracts because ¢ity census
tracts gave us a more define.' look at own population of patients.

Simultaneously, because of the population that we serve, we
were having difficulty in obtaining needed referrals for our pa-
tients. The majority of our patients in family planning fall into the
category of the working poor. Most of them are uninsured. It
became quite obvious that it did not mean much to do a cancer test
on a patient if that patient could not afford the needed follow up
care if we found a problem.

At that point in time the federal poverty level was much higher
than the Medicaid eligibilitf; in New York State. For example, a
family of four could be no higher than 65 percent of the poverty
level to obtain Medicaid. And it did not mean much if the facility
providing prenatal care or any other medical center was next door
if you did not have the means for paying for the service.

With the increasing amount of time being spent by our staff at-
tempting to work through referrals for our patients and our own
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data reflecting growing infant mortality in this the community, we
began to alert the community. George Christie, our Program Ad-
ministrator, and I began to use our maps of the community to talk
about the issues of access and growing infant mortality rates on
the local and the national level.

Our involvement in working with the county’'s public health
nursing division to write the first prenatal care grant in Onondaga
County, called Pregnancy CARE, in the mid 1980s came about be-
cause many of our patients among those were being made late for
prenatal care. I think frequently when we look at data of later or
no prenatal care, we assume that it is the patient and not perhaps
the institution that cannot provide care &uickly enough. Even after
that program, I think both Pregnancy CARE and Family Planning
both saw, n fact, that we could see the patient initially, but they
would have to wait a long time before they cculd get into some of
the hospital programs, and we began talking about, as other people
have mentioned, the need was not only for early, but continuous
prenatal care.

I am sure the committee has heard a great deal about uninsured
people in this country. It is estimated there are 83,000 people unin-
sured in the Syracuse region which includes Oswego and Madison
Counties. As we began discussing issues of access in our agency, we
began to develop the concept that access had to have physical, psy-
chological and financial dimensions. The definition of access be-
comes important because it is defined in many differemw. ways. Very
recently just speaking to a physician about access of poor males to
the health care service, he felt that if a person was willing to wait
long enough and the doctors in a particular setting flipped a coin,
they could eventually be scen. So the definitions of access become
veg important.

ifty percent of our patients currently carried in our in-house
social services are people who need help in obtaining additiona)
medical care, even with the changes in the Medicaid structure. Qur
agency has fought to retain a sliding fee scale that goes to zero.
Even so we face real problems when referring patients from our
programa because they do not wish to go for services and receive
bills thut they cannot pay or be demeaned in the process of trying
to obtain the services. Therefore, critical health needs frequently
continue unresolved unless intervention occurs.

There is no question that New York State has, in recent years,
grovided major funds to fill the gaps for specific services which

ave suffered through federal cuts including family planning serv-
ices, prenatal care and supports for Medicaid. However, it was un-
uestionably, the clear federal guidelines carefully crafted and
orcefully monitored by the federal regional offices across this
nation which changed the manner in which health care was deliv-
ered to poor people in this country.

In the 1970s, there could be no question about definitions of
access: psychological, financial or physical. The quality of care, for
a brief time was palpable and evaluated. Agencies, states and re-
gions which received funds for federal programs quickly learned to
deliver services by those standards or they did not continue to re-
ceive the funds. It was during this period that our mortality rates
in all age groups in this country began to decline.

119
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In the late '70s, along with the decline in dollars for health care,
a new health care concept called marketing entered the health
care “eld. It was designed to promote health care services to in-
creas. the number of middle ¢ patients to be seen in federally
funded programs. The concept, ideally, was to provide more funds
to serve the “at risk” population.

I believe that the inevitable happened: poor people and the
g‘eople in need were increasingly left out of care in these programs.

o market means to sell, and you cannot sell services to people
who do not have funds. Human service and health care delivery
have increasingly attempted to emulate business practices in
making money, indeed, are encouraged to do so. That the ultimate
goal of business and bhealth care is different does not seem to
bother us.

I would like to quote from three Syracuse social scientists in this
area who made a comment early in the discussion of this whole
concept, Rubinstein, Mundy and Rubinstein. They said in the late
1970s, “There is an inherent contradiction between the purposes of
human service delivery and the profit making goal of entrepre-
neurship. Each has its place in the institutional fabric of a demo-
cratic, capitalistic society but they are not in the same place. At-
tempts by one organization ‘to have it both ways’ leads inevitably
to systemic conflict. The entrepreneur in human services must vio-
late one or the other set of principles he purports to combine.”

I am very pleased to see that in our attempts to ameliorate the
devastating infant mortality rate in Syracuse, we are moving back
to the community worker concept. In preparing this testimony I
spoke to one of the state regional nurses and she told me that I
should talk to some of the newly hired community workers. She
told me the story about some of them being sent out to visit non-
compliant clients, and they found that these so-called noncompliant
women had already lost their babies.

I have great hopes in this community’s new attempts to deal
with the service delivery issues which impact on infant mortality.
How successful we will be will be dependent, at least in part, on
how well we hear what the community worker has to say and how
quickly we adjust our programs to meet the needs of the so-called
“noncompliant woman.”

Tracsportation is a major issue in this commurity. In 1985, our
ia_ferxcy coordinated the Syracuse site of the New York State

unger Watch, a small hunger study run by Dr. Victor Sidel. We
became involved in the Hunger Watc.. »ecause our clinical workers
began reporting, particularly on Fridays, that there were women in
our Family Planning clinics who had no milk for their babies over
the weekend. Famly Planning and other agencies within the
Health Department and other members of the community formed
the Hunger Advisory Committee and worked with Cornell Univer-
sity uate students to measure and examine children coming to
the Well Child Clinics in this community.

The study took place in two sites: the Bronx and in Syracuse. As
far as back as '85, the sentinel clinic for hunger in the New York
State pilot project was here in Syracuse on Hawley Avenue. We
have had a lot of indicators that we were in serious trouble with
morbidity and mortality.



107

In looking for factors creating the problems in Syracuse, certain-
ly lack of transportation plays a major role. Women with small
children with limited funds and no transportation have trouble get-
ting to markets. It should be noted that at that time, people used
in the Syracuse study as “controls,” also reported hunger even
though their children may not have reflected the developmental
problems associated with hunger. During the period of the study,
the Hunger Advisory Committee in the Health Department found
that the application process for food stamps, WIC, free lunch, etc.,
was separated and rigorous and was done in different places. We
found the food stamps application was more complicated than an
income tax form.

I would just like to briefly say that as a member of the New
York State Council on Nutrition, one of our priority recommenda-
tions for 1990 includes that the New York State Department of
Health should advocate on the federal level for universal access to
WIC. As a member of the Accessibility Subcommittee of that body,
I strongly recommend that access issues in the area of feeding pro-
grams be carefully scrutinized locally, on the state level and na-
tionally.

Finally, infant mortality across this country and around the
world is an indicator of the health of a whole people, the health of
a nation. It is the signal which informs us of how well we are doing
in caring for our population. It is also the bell-weather of our soci-
etal and cultural problems. It is no accident that our nation has set
different goals for the 1990 health objectives regarding infant mor-
tality for whites and non-white populations. This difference is
played out in our community. It is obvious that the infant mortali-
ty problem that we face is focused in the inner city and the black
and Hispanic community where people are less able io access con-
sistent primary care which could alleviate many health preblems.

I am very hopeful with our new attempts to deal with this issue
will ameliorate the problem. Thank you.

[Prepared statement of Mary O. Cooper follows:]
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PREPARED STATEMENT OF Maxy O. COOPER, 1\SSOCIATE ADMINISTRATOR, FAMILY

Prannmve Sexvices, ONonpaca County HraLt Deer., Syracuss, NY

Good morning and thank you for providing me with the opportunity
to talk about issues of sccess to health care as it relates to
infant mortality, the relationship between family planning and
reducing infant mortality, the need for federal involvement to
insure the availability and quality of services and, tinally, our
vork with Naw York State council on Pood and Nutrition. I would
1ike to provide a brief historical perspective on fanily planning
in reviewing the problem of infant mortality in this comsunity.
I believe we need to look at where we come from to adequately
address vhare we are Jgoing.

Family Planning has bean seen as having a critical role to play in
the reduction of infant mortality in this country since 1941 when
the Surgeon General of the Public Health Sarvice detsrmined that
federal funds allocated to local health programs could be used to
finance family planning programs. However, it was in the mid-
1960's that 2 national goal was set to insure the provision of
adequate family planning services within the naxt five ysars to all
those who wanted but could not afford thes. It wae, however, the
Family Planning Services Amsndmant of 1969 to the Public Health
Service Act and, finally, the authoriretion of Title X urdier the
Public Realth service Act in 1970 which gave priority to furnishing
family planning services through categorical programe serving low
income families. A major priority in the pProgran then and now vas
to eestablish, expand, and/or improve family planning services in
areas with high rates of maternal, perinatal and infant mortality.

In the early 1980's our agency, in an attempt to evaluate how well
we were reaching the "at risk® women in our community, devalopad
& series of maps looking at poverty, educational statua, low hirth
weaight, and infant mortality. These maps were developed on oity
cansus tracts becauss cansus tract data could help us track our
patients, and give a much more defined picturs of where problens
exist in a community. Simultanecusly, because of the population
that we marve, wve were having Aaifficulty in obtaining needed
referrale for our patients. The majority of cur patients in Family
Planning in Onondagas County fall into the category »f the *working

r", most of whos are uninsured. It becase quite obvious that
t did not mean much to do a cancer test on a patient {f that
patient could not afford ths nesded follow up care if we found &
problem. At that point in time the federal poverty level was much
higher than Medicaid eligibility in Naw York State. For example,
a fuuiv of four could be no higher than 65t of the poverty level
to obtain Nedicaid. It Aid not mean much if the facility providing
prenatal care or the medical center itself is next door to your
houa: if you did not have the means of paying for the needed
servica.

113



Q

ERIC

Aruitoxt provided by Eic:

109

with increasing amount of time being spent by staff attempting to
vork throuch referrals for patients and our own data reflecting
growi infant mortglity in this community, we began to alert the
comsunity. George Christie, our Program Administrator, and I began
to use our maps of the comsunity and to talk about the issues of
access and of growing infant martality ratee on the local level and
on the national level. our involvement in working with the
county's public health nureing divieiocn to write the first prenatal
care grant in Oonondaga County, called Pregnancy CARE, in the =id
1980's came about because many of our patients were among those
waiting for prenatal care. The program provided the initial wisit
for a patient to attempt earlier access for women by facilitating
their entry into sxiating prenatal prograss. Even after that
program vas funded, both the Pregna CARE Frogram and the Family
Planning Program continued to see patisnts for their initial visit
but they frequantly had long waite bafore their second appointment
at the hospital. While there are a numbar of fectors that might
account for this delay, including a lack of clinicians available
to work in these programs, the sxcessive delays became a real
concern., Ne begen to talk less about “sarly prenatal care® and
more about "early and continuous prenatal care* as the real goal
for our patients. However, ths lack of insurance available to
pacple in our servicea meant they suffered even more bhacause all
levels of care for them and their families was and ie frequsntly
out of reach.

I am sure that this committse has heard such about the uninsured
in thie country. It is estimated that thers are 83,000 people
uninsured in the Syracuse region which ircludes Oswvego and Nadison
Countiee. As Ve beqan discussing iesues 2f access vwe developed the
definition of access to care having physxical, paychological and
financial dimeneions. The definition uvecomes important eince
sccess is defined in many different waye. (As recently ae mix
veeks ago in discuseing access to health care for men in our area,
a physician told we that men could have acceas to care i{f they wers
vnlin% to wait long enocugh and the doctors in a particular setting
vould flip coins to see who would see thenm.)

Fifty percent of ocur pstients currently carried on our in-house
social sarvice ars people vho nead help in obtaining additional
sedical care. Our agency has fought to retain a eliding ecale that
goas to zero. Wa fece real problems vhen ruferring patients from
cur progrss bacauss they do not wish to ¢qo for servicea recsive
bills that they cannot pay nor to be demeansd in the process of
trying to obtain the services vhich then add to the streeses that
they zlready have. Therefore, critical health neede freguently
continue unresclved unless intervention occurs.
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There is no question that New York State has, in recent Years,
provided major funds to fill the gaps for spacific services which
have suffered through federal cuts including family planning
services, prenatal care services, and Medicaid. However, it wvas
the clenr federal guidelines carefully crafted and forcefu.ly
monitored by federal ragional officee ACross this nation which
changed the manner in which health cars was delivered to poor
pecple in this nation. In the 1970's thare could be no question
about definitione of sccess: psychological, financial or physical.
The quality of cars was palpablie and svaluated. Agencies, states
and regions which raecaived funds for federal Programs Qquickly
learned to deliver services by those standards or thay did not
continue to raceive funds. It was during this period that
mortality rates in &1l age groups began to decline. In the late
1970's, along with the decline in dollars for health care, & new
health care concept called *marketing® entersd the health care
field. It wag designed to promote health Care services to increase
the number of middle class patients to be scen in federally funded
programs. The concept was, ideally, to provide more funds to serve
the st risk population. I believe the inevitable happenad: poor
people and pecple in need were increasingly left out of care in
these programs. To market means to sell: you cannot sell gervices
to pesople who do not have funds. Human service and health care
delivery have increasingly attrepted to emulata businass practicee
in making money. That the ultimate goals of each ies different does
not seem to bother us. Rubinstein, Mundy and Rubinstein, three
social scientists in Syracuse, stated it well at the beginning of
the Aargument 4in the late 1970's, "There is an inherent
contradiction betwaen the purposes of human service delivery and
the profit making goal of entrepreneurship. Each has its Place in
the institutional fabric of a democratic, capitalistic society but
they are not in the same place. Attempts by one organization “to
have it both ways®™ leads inevitably to systemic conflict. The
entreprensur in buman services muat vioclate one or the other set
of principles he purports to combine.®

1 am pleased to see that in our attempts to ameliorate the
devastating infant mortality rate in Syracuse we are noving bsck
to the community worker concept. IR pPreparing this testimeny the
state regional nuree told wme that I should talk to some of the
pewly hired community workers. She told me the story about some
of thes baing sent by cne of the programs to visit non-compliant
cliente. She reported that the workere went cut to find that the
*non~compliant® women were women who had already lost their babies.
Although I heve great hopes in this community's new attempts to
deal with the service delivery issues which impact on infant
mortality, how euccessful they will be will be dependent, at least
in part, on how well we hear what the community worker has to say,
how quickly we adjust our programs to meet the nNeeds of the so-
called "non-compliant woman®.

115



)93

Transportstion is a major iseus in this community In 1985 our
agency coordinated the Syrecuee site of the New York state Nunger
Watch, a smsll pilot study done by Dr. Victor Sidel. We bescame
involved in the New York State Hunger Watch etudy because our
clinical workers begen reporting, rticularly on Fridays, that
thers ware women in our Family Planning clinice who had no milk for
their babies over the weekend. Family Planning and other agencies
in the Health Departmant and other membars of the community formed
a Hunger Advisory Comsittee and worked with Cornell Univereity
grsduate etudente toc measure snd examine children coming to the
Well child Clinice in thie community. -The study took place in two
New York eitea; in the Bronx and in Syracuse. The sentinel clinic
for huhger in Syracuee wae on the northeast (Hawley Avenue)} area.
In looking for factors creating the problem in Syracuse, leck of
transportation pleyed s major role. wWomen with small children and
no funde have problems in getting to markets. It should be noted
that at that time, pecple used in the study as “"controle® aleo
reported hunger even though their children may not heve rsflaected
the developmental probleme associated with hunger. During the
pariod of the study, the Hungar Advisory Committes in the Health
Departmsnt, found the application procese for food stamps “more
complex than & tax form". We also noted that varicus food end food
supplemant programs: WIC, food stampe, free lunch program, and
scheol lunch programs needed to have one application process in the
community. Currently, the New York Stete Council on Food and
Nutritionts priority recommendations for 1990 included that the New
York Stata papartment of Health should advocate on the federal
lavel for univereal access to WIC. As a mesber of the
Accessibility Sub-committes of that body, I strongly re-~ommand that
accese iesues in the area of feeding prograse b carefully
scrutinized locally, on the state level and nationally. Finally,
infent mortality across this country and around the world is an
indicator of the health of a whole psople, the heeslth of a nation.
It ‘s the aignal which informe ue of how well we ere deing in
caring for cur population. It is also the bell-wveather of our
esocietal and cultural problems. It is no accident that our nation
set diffarent goale for the 1990 heslth objectives regarding infant
mortality for whites and non-~white populetions. This differeance
is played ocut in our own community. It is obvious that the infant
mortality problem that ve face is focused in the innar city and the
black and Hispanic community where people are lees able to access
coneietent primary care vhich could alleviate many health prohlens.

Raopuet fully.
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Mr. McHucH. Thark you very much, Ms. Cooper.

Our final witness on this panel is Mr. Thomas Herbek, who is
the Chief Execuuve Officer of the Family Health Network of Cen-
tral New York, and is also Chairman of the Rural/Migrant Com-
gﬁttee of the Community Healthcare Association of New York

tate.

We are delighted to have you here as well, Mr. Herbek. 1 have
been very liberal in terms of tke five minute rule because all of
you have had very worthwhile statements to make and I have been
hesitant to interrupt. But, unfortunately, we are now down to five
minutes left of the panel’s time, and we can stretch that a little bit
because I am sure we want to ask one or two questions.

But Mr. Herbek, we invite you, and if you can keep it to five
minutes, it would be helpful, but I do not want to make a bad rule
for you, having let everyone else go on.

Mr. Waisq. Mr. Herbek, if you would just hold up for ore
moment.

There are seats across the front if anyone would like to come up.
All across the front there are six or seven seats up here. So please
come up and fil} them. You will be more comfortable. Right here,
especially on this side.

Mr. McHucH. Go right anead.

STATEMENT OF THOMAS HERBEK, CHIEF EXECUTIVE OFFICER,
FAMILY HEALTH NETWORK OF CENTRAL NEW YORK, INC;
CHAIR, RURAL/MIGRANT COMMITTEE, COMMUNITY HEALTH-
CARE ASSOCIATION OF NEW YORK STATE, CORTLAND, NY

Mr. HerBek. Thank you, Mr. McHugh and Mr. Walsh. I appreci-
ate the opportunity to be here. I would like to set this discussion in
the context of some general areas that affect rural health as well
as perinatal care.

Many people look at the rural countryside and they think that
living and working here must be really wonderful, something like
seven days a week of the Waltons. Unfortunately, those of us in
rural areas have not done the job in getting the word out about our
particular needs. Some of that is understandable. The New York
Times has a slightly higher circulation than does the Cincinnatus
Pennysaver. But some of it is also the clientele we serve in rural
areas. They do not make the headlines. They are not *‘special popu-
lations,” which has been a priority for both federal and state funds
over the past several years.

Except for the migrants in some areas, they are primarily white,
they generally have a place called home, they generally do not
have AIDS, they generally do not use coke or crack, but still rely
on old-fashioned beer and whiskey.

But skyrocketing health care personnel costs and an aging rural
population, combined with increasing rural poverty, mean that
rrﬁany will not get quality health care and some will get no care at
all.

Rural poverty levels have now surpassed urban levels in the U.S.
and health care providers are moving out en masse. The U.S. na-
tional average is 164 M.D.s per hundred thousand population. In
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rural areas, it is 53 M.D.s per hundred thousand population, or less
than one-third of the average.

While 25 percent of the U.S. population live in rural areas, only
é}% percent of the M.D.s and only 18 percent of the nurses live

ere,

With re%’ard to social and political decisions, when year after
year, health policymakers and politicians make decisions based on
the greatest g for the ireatest number, it means that rural
people always end up at the back of the line.

According to the New York State Task Force on Rural Health
Strategies, rural areas have lower population densities, more elder-
ly residents below federal poverty levels, lower median incomes,
and more culturally homogeneous populations than urban areas.
And in New York State, rural areas have half the number of pri-
mary care M.D.s per one hundred thousand people, one third the
number of specialists, half the number of dentists, and one-third
the number of social workers per hundred thousand people. And
there are three million people in New York State living in areas
with fewer than 150 persons per square mile. This means that New
York State has the sixth largest rural population in the U.S.

Access is a real problem also. Often health care services are in-
adequate or unavailable, and access problems are compounded by
physical boundaries—mountains, lakes—limited transportation,
and extreme weather. Add to this the instability of rural hospitals
and EMT services, and it gets worse.

The current rural health care labor shortage leads to a vicious
cycle. Frustration and burnout occurs amongst those who serve
rural areas, many of whom then leave the rural areas, putting ad-
ditional burdens on those that remain, which discourages new
health care workers from entering rural areas.

If a rural community health center or private physician closes
down their gmctice, in many rural areas the people lose their only
provider of health care services.

In central New York, where I live and work, in 1887, two-thirds
of the rural service areas were classified as severely acutely under-
served, and half are designated as health manpower shortage
areas, with a population ratio of at least 3500 people to one physi-
cian,

Many communities rely on a single physician with limited
backup and adequate OB care is not available in many rural areas
in this state. Infant mortality in some rural pockets of New York
State is higher than any metropolitan area. Neonatal deaths in
rural St. Lawrence, Oswego, Schoharie and Chenango Counties,
and post-neonatal deaths in Herkimer and Greene Counties are all
in the highest quartile for New York State infant mortality by
1987 data. Eight rural counties ranked among the top ten counties
in infant mortality in this state. And with regard to teen pregnan-
cies, ten rural counties were among the top 16 counties in New
York State in 1987.

The terrain is harsh and distances are tough for both providers
and patients. In three of the counties that we serve, there is no
public transportation of any kind. My physicians spend an hour to
an hour and a half on the road every day between the hospital and
the health centers.

113



114

The percenta%? of uninsured is also higher in rural areas than in
urban areas in New York Siate. In all of central New York, one in
five people is uninsured, many are unemployed, but many are un-
deremployed.

There are several actions that need to be taken to improve this
scenario:

First, we need a2 fund to enhance the salaries of rural health pro-
viders, and the National Health Service Corps needs to be expand-
ed. Although third party reimbursement is based on an idea that
labor costs are lower in rural areas, in actuality, the opposite is
true. Because of the isolation, burnout and lack of support systems,
we must be competitive with urban areas, and often must pay a
premium in salary to attract physicians, dentists, dphysicians assist-
ants and other professionals who are in demand, especially now
that the National Health Service Corps is providing almost no new
physicians.

Two, we need a malpractice pool to entice OBs and family practi-
tioners who do OB to practice in rural areas. Qur society, and New
York State, in particular, must decide to help to assure that even
rural families deserve quality health care.

In November 1989, we began a Public Health Service of 330
funded perinatal care program in our rural network of community
health centers. At the end of the first six months, out of 245 preg-
nant patients, 51 were teenagers and three were under 15. Almost
one-half of all patients were in their second or third trimester
before seeking any prenatal care. And out of 117 deliveries during
this period, five were under 2500 grams, and there were 16 fetal
deaths or miscarriages and one neonatal death.

Third, rural community health centers and private providers
need to have their Medicare and Medicaid rates adjusted upwards
to reflect the recruitment and retention realities faced in rural
areas, as well as the loss of efficiencies in rural practices. I have no
hope of reaching the economies of scale of my urban colleagues’
health centers. In the mid-1980s, urban centers averaged thirty to
forty thousand visits, while rural centers averaged only eleven
thousand visits per year.

Fourth, I believe that rural experience needs to be a mandatory
gart of any health care training in the U.S. Unless those wio enter

ealth care professions can experience rural practice firsthand,
many, if nut all, will never consider it as an option.

We need to expand rural preceptorships to M.D.s, P.A.s, nurse
practitioners, dentists, hygienists, and others, and it must be a
carefully planned requirement of all training programs in this
country. And medical centers need to offer continuing education
opportunities in rural areas for rural practitioners.

Fifth, school health clinics need to be established in many rural
communities throughout the nation. Currently, we are the sole
rural school-based health program funded by the New York State
Department of Health. However, community acceptance has been
outstanding. In the first year, we have enrolled over 80 percent of
the students in our four school health centers, and last year provid-
ed over 11,000 patient visits with over 40 percent of those wisits to
teens. I believe, and we have shown, that school health clinics can
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be accepted in rural communities, and there is a dire need for
them in many communities,

Thank you very much.

[Prepared statement of Thomas Herbek follows:]
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PRErARED STATEMENT OF THoMAS A, Hexprex, M.B.A.. M.Ep,, Cuier Exscurive Orri-
cER, FamiLy Hrarty NeTworx or Centrat. New York, Inc, CHAR, Rurar/Mi-
gomr m",}‘;rm‘ CoMMuUNITY HEALTHCARE ASSOCIATION oF NEw YoRri Starte,

RTLAND,

- Many pecple look at the rural country sidé and think that
living and working here sust be reslly wonderful,
- acmsthing like saven days a weak of the Waltons.

- Unfortunately, those of us in rural areas have not done the
Job in getting the word ocut about ocur needs.

- Some of it is understandsble.
- The l‘bi_.nnl has a slightly higher circulaticn than does the
Cincinnatus Pennyaavar.

~ But some of it {s also the clientele we serve in the rural
areas. They do not make headlines. They are net “special
populaticne”.
- Except for migrantu in soms arsas,
- they are primarily white.
- they generally have a place called home,
- they generally do not have AIDS
- they generally do not use coke or crack, but still
rely on old fashioned heer & whiskey.

-~ But :t:x‘-ochnnc haalthcare perscnnel costs and an aging rucal
population
- oad:inod'uieh increasing rural poverty., mean that many will
not get guality healthcare,
- and some will get no care at all.

= Rural poverty levels have now surpassed urban levels and
healthcare providers are moving out.
-~ The U8 Natiooal average is 164 MD"2/100,000 people;
= 4n rural aress it i@ 53 MD°5/100,000 people.
~ or less than one-third of the average.
- While 25X of the US population live in rural areas, only
12X of the MD’s, and 18X of nurses live there.
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With regard to social and political decisions, when year aftar

year,

- hesalth policy mskers and politicisns make decieions based on
“the greatest good for the greatest number”,

-~ it neans that rural pecple always end up at the back of the
line.

According to the NY. State Task Force on Fural Hsalth
Strategien:
~ Rural areas have lower population densities, more elderly
residents below Federal poverty levels. lower median incomes,
and nore culturally homogeneous pepulations than urban areas.
- And in NY State, rural areas have half the number of primary
care MD's per 100,000 people.
- one-thinrd the number of specialiasts,
- half the nusmber of dentiats,
- and one-third the number of social workers par
100,000 people.
- and there sare three million people in NY State living in
areas with fewer than 150 persons per square mile. This i
the sixth largest rurxl population in the U.S.

Access 1% a real problem -

-~ Often healthcare services ars inadequate or unavailable.

- And access problems are compounded by physical boundaries -
noungntn- or lakes - lipited transportation, and extreme
weather.

Add to this the instability of rural hospitals and EMT wer-
vices,
- and it gsts worse.

The current rural healthcare labor shortage leads to a vicious
cycle-
- frustration and burnout ocour amongst those who serve rurcal

areas

~ many of whom than leave the rural arvas-

- putting additicnal burdens on those that remain,
- which discouragea naw healthcare worksrs from entering
riral areas.

If a rural comsunity health centar or private physician closss
down their practice, in many rural areas ths pecopls lose their
only provider of healthoare services.

in central NY where I live and work, in 1§87 two thirds of the
rural service areas were classified as severely acautely under-
served.
- and half are designatad as Health Manpower Shortage Areas,
with & populaticn ratio of at least 3500:1 MD.
- The median is over 5,000:1 MD with a range up to
11,000:1 MD in ocentral New York’s rural areas.
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- Many communities rely on a single physician with limited

backup-

- and adedguats OB cars is not. available in many rural areas in
this state.
- Infant mortality in some rural rockets of NY State is
higher than any metropolitan areas. Necnatal deaths in
rural St. Lawrence, Oswego. Schoharie. and Chenango
Counties, and postneonatal deaths in Herkimer and Greene
Counties are all in the highast guartile for NY State infant
mortality by 1987 data. Eigat rural counties ranked among
the top ten counties in infant mortality. With regard to
teen pregnancies, ten rural counties were among the top
sixteen counties in NY State in 1887.

- The terrain is harsh and distances tough - for bouh
providers and patients.
- In three of the counties we serve, there is no public
transportation of any kind.
- My physicians spend an hour to an hour & a half on the road
every day between the hospital and the health centers.

- The percentage of uninsured is also higher in rural areas than
in urban areas in NY State.
~ In all of central NY. one in five people is uninsured;
- many are unemployed, but sven more are underemployed.

There are sesveral actions that need to be taken to {mprove thia
scenario:

1) We need a fund to snhance the salaries of rural health
rroviders, and the National Health Service Corps needs to be ex-
randed. :
~ Although third party rsinbursement is based on an idea that
labor costs are lower in rursal areas.
-~ In actuality, the oppowite is true.
- Bescause of the isolation, burnout, and lack of support
asystens, we must be competitive with urban areas,
~ and often must pay a premium in salary to attract MD‘as,
dutihintm; phynicians ssmistants and other profesaionals
who are in demand, especially now that the Fational Health
Service Corpms is providing almost no naw phraicians.

2) We need a malpractice pool to entice OB‘s and family prac-
titioners who do OB to pri~.tice in rural areas.
=~ Our society, and NY Stste in particuler, must decide to
gglp to aesure that even rural families demerve Quality
cars.

In Novermber, 1988, we began a Public Health Service 330 funded

rerinatal care program in our rural network of community health
centera. At the end of the firat six menths out o 245 pregnant
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patients, 51 were tesnagers and 3 were under age 15. Alrost
one-half of all patients were in their second or third trimester
before seeking any prenatal care. Out of 117 deliveries during
this pariocd. 5 were under 2500 grams (low birth weight) and there
were 18 fetal deaths or miscarriages and one neonatal death.

3) Rural community healthcenters and private providers need to
have their medicare and medicaid rates adjusted upwards to
reflect the recruitment and retention realities faced in rural
arsas, aa well as loss of efficiencies in rural practices.
- I have no hope of reaching the economisa of scale of my
urban colleagues” health centers.
- In the mid-80°s urban centers averaged 30 to 40 thousand
visits,
- while rural centers averaged only 11,000 visits psr year.

4) Rural expsrisnce nesds to be a mandatory part of any
healthcare training course in the U.S.
= Unless those who enter hesalthcare professions can experience
rural practice firsthand, many will never consider it as
an option.

~ We need to expand rural preceprtorships for MD's, PA’s,
nurse practitioners, dentiets, hygienists, and others
~ and {t must be & carefully planned reguirement of all
training programs in this country.
~ And medical centers need to offer contimuing education
opportunitises in rural areas for rural practitioners.

§) Schoeol health clinices need to be established in many rural
communities throughout the nation.
~ Currently we are ths sole rural school-basad health program
funded by the New York State Deptartment of Health.
-~ However, cosmmunity acosptance has been outstanding.
= In one yesr, we have enrolled over 80X of the ¢
studeantes in our four sohocl heslth centers, and last year
provided over 11,000 patient visits, with over 40X of thoss
visits to teens.
~ Schoel health clinics can be accepted in rural areas and
there is a dire need for them in many coomunities.
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Mr. McHuGH. Well, thank you all very much. We have used our
one hour, but I would like to take just a couple extra minutes to
give Mr. Walsh and me a chance to spur some comment.

In terms of our second panel, 1 think I will be tougher to try to
limit it to five minutes, six minutes at most, so that we do have
some time for questions and answers. And I would invite any of
you on the first panel who can stay with us, to do so that you can
participate in that question period.

Clearly, the key problem is inadequate and in some cases no pre-
natal care, and you have all outlined a series of causes of that
problem, each one of which could take us into a significant discus-
sion. One of them, clearly, was the unavailability for some people
of insurance. And, Dr. Meyer, you indicated that New York has
just passed, the legislature has just passed a program which will
enhance Medicaid coverage for those with up to 185 percent of the
poverty line, which is encouraging.

1 gather that there are people who are not eligible for Medicaid,
that is, over 185 percent of poverty, the working poor who are also
uninsured, and we have a gap in that particular population.

To the extent possible, I would be interested in hearing from you
and others in terms of how we might measure that. Is that a signif-
icant group of people who are not insured by private insurance be-
cause their employers do not have coverage for them, and they are
not eligible for Medicaid even under the expanded basis? So, I
would like a brief comment, if you would, on that uninsurability
problem.

Secondly, on transportation, Ms. Stone, you mentioned that, and
all of you mentioned that transportation is a significant barrier
and that is especially true, I suppose, in rural areas, but even in
urban areas it can be a problem. If a mother has other children
and is in the late months of her pregnancy, even taking public
transportation in the City of Syracuse might be a } ‘oblem.

But ] was interested in your comment that although the law re-
quires department of social services to deal with transportation, in
some cases local rules preclude it. And you mentioned one or two
of those rules which strike me as silly. If there is a car in the
family, even if it is being used by one of the parents for work, that
disqualifies the mother from getting transportation.

What can be done about that and how pervasive is that problem
in our local counties?

I suppose that is enough from me. If you would, any of you would
like to comment on either of those two problems, and then I will
ask Jim if he has a comment or a question to ask as well.

Dr. Mever. The issue of uninsurability is certainly a difficult
one, and I do not think we do have a good measure of it now. One
of the things we have been struck with, with our expanded Medic-
aid pro%'ram to 185 percent of poverty for prenatal care, is how
many of the people who have chosen to participate actually would
have qualified for Medicaid before, I mean prior to the expansion.

So, at the moment I would have to say we do not have good num-
bers. I think that our birth certificates over the coming year will
be good evidence, at least in terms of prenatal care, as to how
many women were not eligible for the expanded Medicaid because
they were above that limit, but also were unable to access any
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other form of insurance. To date, we do not seem to be finding that
as far as prenatal care goes.

The child health insurance programs that I referred to actually
would enable families to buy in at a low premium whether they
are uninsured or underinsured even if they are above 185 percent
of poverty. Again, that has not been signed yet by the governor.
They are trying to work out some details on it, and so I do not
li:gow yet what its status is, but that would serve children up to age

Mr. McHucH. You did give the amounts that they would have to

pay.
ﬂr. MEYER. Yes.

Mr. McHuGH. But would you repeat those?

Dr. MEYER. Yes. What I said was that families would have to pay
between $25 and $100 per year per child. Now, that is specifically
for families who are under 185 percent of poverty. There will need
to be decisions made as to what the amount to be paid would be for
families who are underinsured and are above 185 percent of pover-
ty. We do not have those numbers yet.

Mr. McHucH. And this coverage would be comprehensive?

Dr. Mgygr. Comprehensive primary care. At the moment it
would provide only for all ambulatory services needed. Discussions
are ongoing as to whether it will pay for hospitalization as well.

Mr. McHuas. Thank you.

Ms, Stone, do you want to elaborate at all on that transportation
problem?

Ms. StonE. Yes. I would like to comment on that. I think this is
just one of the difficulties, it is a real example of the difficulties of
accessing the Medicaid sgstem for these people. I think maybe this
is a defense mechanism y departments of social services for being
told that they had to provide a service that maybe they do not have
the facilities to even provide. Is this their way of limiting the
number of rides that they are going to give?

My guess is that we are imposing regulations on departments of
social services that maybe they cannot even afford to provide and
we need to look at those things before we say that this is going to
solve the whole problem for transportation: DSS will provide the
rides. Well, can tgey provide the rides?

And if they can, then I deal with eight counties and each county
has a different set of rules for how to access Medicaid. I believe
that we need a standardized system across all the counties. For ex-
ample, if a patient moves from county to county, she has to restart
the whole application process over again. There is no transferring
from county to county because every county has a different set of
rules. That is my comment on that issue.

34!" McHuaGH. Thank you very much.

im.

Mr. WaLsH. Thank you, Matt.

I would like to thank all of you for taking the time from your
busy schedules to come in today. But I think this is a very impor-
tant hearin% and it gives us the benefit of your knowledge and ex-
perience. All have very, very excellent testimony.

I would like to just note briefly for the record that we have a full
hearing room today, elected and former elected officials, including
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our current County Executive, Mr. Pirro; the former president of
the NAACP, Wayne Dunham; doctors, nurses, social workers,
mothers and fathers. So [ think it is a very good representative
sample of our community.

Dr. Meyer, you noted that there has been a recent improvement
in infant survival statistics in New York State. Could you tell us
what you attribute that to?

Dr. MEYER. I would like to say that it is due to our increased ac-
cessibility of prenatal care. I am afraid it is really too early to in-
terpret that and those data are also provisional‘.! They are 1989
data, and sometimes we learn more about misfortune after the fact.
So, I am uncertain.

But I do think that we are making a difference in terms of in-
creased access to prenatal care and we know that our PCAP pro-
gram over the past years of its ex'stence has contributed to a re-
duction in low birth weight of those families served, despite the
fact that many families came into prenatal care later than they
often do under Medicaid. We attribute that to the fact that these
women often did not know that they would be eligible for prenetal
care services. So I think with the enhanced accessibilit~ provided
by Medicaid, meaning that every women who is financially eligible
will be now be able to access the pr , I think we may see even
earlier entry into prenatal care and ﬁopefully there will be more of
an impact.

Mr. WaLsn. Thank you.

Dr. Miller, Washington tends to divide resources among many
different categorical programs. Would it be easier for you on the
local level if the money came from one source with one set of eligi-
bility guidelines or regulations.

Dr. MiLLER. Yes. [Laughter.]

Mr. WaLsH. Thank you for your concise response. [Laughter.]

Thank you.

Ms. Cooper, thank you very much for your testimony. One of the
things that the harder and longer you look at the data, the statisti-
cal data, the more you realize that infant mortality rates get better
and worse for black babies and white Labies at about the same
rate, but the incidents of infant mortality among African American
babies is much higher always.

What can we do specifically to address that problem, because I
think that really is where the major problem lies?

Ms. Coorer. I think truly that nationally you have to set the
same standard. I think we are one of the few Western developed
countries that have people of color that sets one standard for
whites and one standard for blacks. You set a tone.

Two, I think you have to look at the issues of poverty, the mini-
mum wage, and access. They all go together. If you do not have an
insurance system, a national health insurance system, then obvi-
ously people who are consistently unemployed, the last to be hired,
the first to be fired will not get care. I would just like to say that in
many cases the outreach workers that are being hired back now,
were let go of in the early 80's. I know in one instance, of a person
who was hired 20 years agc, did a beautiful job but was the first to
be let go. She has been rehired on little more salary than she made
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20 years ago. We have to look deeply at our commitments to end
poverty in this country.

I mean, we have a commitment in some areas to L.aintaining
geople at certain levels, and I think we in the health field tend to

lame the victim. So, that I think there has to be a m ul
look at access. But access, as someone else noted earlier, involves
much more than just access to health care. I think we need to look
at what happened during the 1980s in relationskip to our views of
where our money went, and what was important. You are looking
at a total societai fabric, but access is very important,

And I would like to say something in relation to what the gentle-
man said about rural health care. We have a problem in this coun-
try with classes, and it is not just racism. It is class. I think that
the way we view people who do not make it impacts our ability to
provide care. I said at another hearing that we are the only devel-
oped country left that demands death for not making it. We think
that we have to look at how we set our standards nationally in
order to get a different kind of response on any local level.

Mr. Wawse. Thank you. Mr. Herbek, from the rural perspective,
and I come into this from another committee also, the Agriculture
Committee, and we are very much involved in that committee also in
rural health. One of the that I consistently heard in Washing-
ton is that we have got to expand the National Health Services
Corps. And your statement that there are no new pllxxpicians coming
into rural areas through that progmm, would you like to expand on
that a little bit, on the National Health Services Corps?

Mr. Hersex. In our health centers——

Mr. Warsni. I am not sure if 170 many people even know it exists,
to be honest.

Mr. HerBEx. The National Health Service Corps is a program by
which physicians have their medical school paid for by the federal
government, and then owe a certain number of years of service
afterwards, depending on the amount of loans that they receive.
Generally, between two and four years of service they then owe,
and they have to serve that in a designated manpower shortage

area.

Since 1972, our organization has used National Health Service
Corps physicians to provide primary care throughout the rural
areas, and there are a number of sites that have used these posi-
tions, not only rural, but it has been equally a rural and urban pro-
gram. But it has placed physicians in the hardest to place places,

laces that would not have health care without National Health
rvice Corps physicians.

Last year I know there were over 600 vacancies that went un-
filled in community health centers across the nation, both rural
and urban, where physicians who have finished their obligation left
National Health Service Corps posts and were not replaced.

The other thing that has happened is that for many community
health centers when funds are being stretched thin as it is and
there are no real new funds available, they have had to, in some
cases, add twenty to forty thousand dollars per physician to get
new physicians and recruit them and retain the physicians they
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have after they go off their National Health Service Corps commit-
ment.

Mr. Warsn. Do you think there is a diminution of commitment
on the part of incoming doctors toward rural health, or do you
think it's a matter that there are fewer physicians coming in, or
what ig it?

Mr. Herxx. | think it is a combination. I think it is partly that
there are fewer primary care physicians being put out into the
system for the number of vacancies. The figures I heard last year
were that for every physician coming out of a residency program
last year, they had 11 vacancies to look at. I am not sure how accu-
rate that figure is, but I think that is the reality that most of the
physicians felt. They had numerous opportunities.

I think the other problem with rural areas is that there are some
specific problems attached to rural areas that you do not have in
suburban practices. The other problem with a lot of rural areas is
we do not have the insurance that many urban suburban people
have. Less than one out of five of my patients are on Medicaid and
more than two out of five of my patients are uninsured for primary
care. That makes a real difference in your ability to provide a prac-
tice in a rural site unless you have some sort of underwriting such
as we do from federal 330 funds. But those funds are not available
tl‘%rs grivate practitioners, and those funds have not increased since

Mr. WaLsH. Thank you very much.

Mr. Hersek. Thank you.

Mr. McHuUGH. Thank you very much, Jim.

And again, my thanks to all of you on the first panel. If you can
stay, we would be delighted to have you here. If not, I understand
and again thank you so much for your contribution.

Our second panel will please come forward now.. We have a little
over 40 minutes, which is a short time, and I am going to ask our
individual panelists to try to keep it to five minutes. I will apply a
uniform rule to everybedy on the second panel, and I will tap this
little gavel at the end of five minutes, and would ask if you could
try to close within a minute or two after that.

Our second pane! consists of: Cherylene Billue, and correct me if
I have misstated the name. Miss Billue is a parent and a member
of the Subcommittee on Infant Mortality for the National Associa-
tion for the Advancement of Colcred People here in Syracuse. Cyn-
thia Olmstead is the Director of Nursing at the Syracuse Commu-
nity Health Center here in Syrr.cuse. Kathleen Murphy is the Ex-
ecutive Director of the Consortium for Children’s Services, also
here. Dr. Warren Grupe is Professor and Chairman of the Depart-
ment of Pediatrics, the SUNY Health Science Center here in Syra-
cuse.

We thank you all for being with us, and I would very much pro-
ceeding in the order in which I indicated. And again, if you could
keep your statements to five minutes, it will give us a chance for
some informal discussion which is also an important part of our
program.

Ms. Billue.
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STATEMENT OF CHERYLENE BILLUE, PARENT AND MEMBER OF
THE SUBCOMMITTEE ON INFANT MORTALITY, NATIONAL ASSO-
CIATION FOR THE ADVANCEMENT OF COLORED PEOPLE, SYR-
ACUSE, NY

Ms. BiLug. In Syracuse, the risk to black infants is nearly triple
that of whites according to the Ononda%a County Infant Mortality
Action Plan. And according to Cheryl Smith, who authored a
report for the Herald Journal, Herald American, in Feb 1989,
following six months of research and writing, she stated tgat for
every white baby who dies before age one, two black babies die.

Now in Onondaga County the emphasis is on infant mortality
during pregnancy, not infant mortality as a whole, which leaves
the mother of infants few, if any, viable resources. In addition to
low birth weight and late care efiorts, other factors compromise the
infant mortality rate which have not been emphasized.

There are skull fractures resulting from child abuse, poisonings
resulting from parents’ lack of knowledge of simple safety proce-
dures, drownings and electric injuries. And according to the Ameri-
can Red Cross and the American Heart Association, thousands of
babies die every year due to choking, suffocation, breathing disor-
ders and Sudden Infant Death Syndrome, much of which could be
prevented if parents were taught infant-child CPR.

In Onondaga County, finding a doctor to treat a sick child may
be beyond the capability of a porr mother, because so few doctors
are willing to provide treatmenc for the amount that Medicaid
pays. In 1987, for example, that was §16 ger visit.

ies of poor families are also at high risk because most of On-
ondaga County’s private obstetricians refuse to care for pregnant
women who are on Medicaid. As of July 2, only two private obstet-
rical groups accept Medicaid, two private groups contract with the
PCAP program, Pre-natal Care and Assistance Program, and only
three grivate obstetricians and one }?rivate family practice group
have shown interest in the new PCAP program.

For the rest of the cour;gv, currently there is only one private pe-
diatrician who accepts Medicaid, but that is in North Syracuse, and
only for patients who live in tiat area. Of the dozen or so pediatri-
cians whom we contacted, a few said that while they do accept
Medicaid, they are currently at capacity and cannot say when they
will be able to accept new patients. According to the Herald-Jour-
nal series of Cheryl Smith, some health professionals have suggest-
ed that some doctors do not wan: black people or poor people in
their plush offices. Other doctors, already reeling from malpractice
insurance rates, beheve that the poor are more likely to sue, ac-
cording to a national study.

Now, this limits health care for the poor and uninsured women
to the Syracuse Community Health Center, the clinics at SUNY
Health Science Center and St. Joseph's Hospital Clinics, as the
only prenatal and newborn options available for such a large popu-
lation. All three facilities have been so swam that sometimes
women who call for appointments early in their pregnancies were
not seen until their second trimester, and many were subjected to
long hours in the waiting rooms and discourteous and uncaring
doctors. Many had small children that had to be in the examina-
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tion room because the clinics do not have child care facilities for
patients, and poor mothers cannot afford to pay baby sitters each
time they have an appointment.

Following the loss of four children during pregnancy, and the
near loss of two others because I did not knuw infantchild CPR, I
became deeply involved with the yroblem of infant mortality, espe-
cially as it pertained to the child’s first year of life. Since m-
ber of 1989, I have been deeply committed to finding solutions for
this devastating problem, and I have come to the realization that
there are not enough programs that address mortality during the
child’s first year of life.

Since that realization, I have tried to educate as many inner<ity
mothers as possible on all aspects on infant mortality, and I have
tried to bring an infant and child CPR program with basic parent-
ing education to as many communities as possible. With most of
my help coming from the Syracuse Housing Authority, and the On-
ondaga County Health Department Emergency Medical Services
E:Seau. some small progress as been made, but much remains to

one.

In May of this year I learned of the NAACP’s interest in re-
search in the area of infant mortality, and subsequently I became
affiliated with the subcommittee working on the issue. r many
hours of studying records and reports from a variety of sources, the
committee has develo a list of recommendations which it feels
must be incorporated in any comprehensive program to reduce and
eventually eliminate infant mortality in this community. They are
as follows:

uire mandatory education and training for pregnant mothers
in infant and child CPR, incorporated with a basic parenting and
life skills program,;

Make an infant and child CPR program available to all mothers
in the community, on a sliding fee-ability to pay basis, if necessary;

Arra.nge and provide transportation for pregnant mothers on
Medicaid who have more than one child under the age of three for
whom at home care cannot be provided;

Provide child care in the home, where possible, or at a facility if
?W, so that mothers can meet with their physicians private-
A}

Discontinue the arbitrary practice of penalizing mothers by cut-
ting off welfare and Medicaid for missed appointments, and investi-
gate the reasons to determine if they are capricious or valid;

Increase Medicaid payments to the physicians io a rate more
compatible with private insurers, and strongly encourage private
physicians to accept Medicaid patients;

Institute a Federal Insurance Plan for working mothers with
income below the poveriy level, whose employers do not offer
health insurance;

Establish community-based outreach health precincts staffed
with appropriate service personnel, including a nurse, nutritionist,
home economist, medical technician, outreach worker, to provide
information, education and health-related services;

Notify all ‘pnenatal clinics that discourteous service and improper
treatment of any patient will not be tolerated, and that any com-
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plaint of this nature will be thoroughly investigated by the appro-
priate government people.

Now, as I said before, I have been involved with this since,
deepg;‘ involved since 1989. But my two children, one stopped
breathing due to SIDS and one choked. I did not know infant and
child CPR. I was on welfare. 1 could not afford to pay the $35 to
g&;}é for the course. And then I found out that a lot of other people

that problem, especially where I live in the inner city. We
have a lot of people who do not have phones. We have a lot of
ple who have more than one infant, infants up to one year. 1

ave taken people into my home. I have escorted them. I became a
baby sitter for them so they could get to appointments. ] have pro-
vided bus fare, when necessary. 1 have helped them get Medicaid
cards. I have called their social workers, if they were cut off. I have
called their doctors. I have even helped them report doctors who
treated them nasty or, you know, just medically unethical. And it
has got to stop, it really does.

If you would come to the inner city and see the pride that these
people have when it comes to their children, {su will see exactly
what I mean. You have mothers who when a child has a burn, put
butter on the burn. They do not know simple safety procedures.
Th&y are not being taught simple safety procedures.

hen my daughter was born at St. Joseph’s Hospital, hefore
they let me leave the hospital I had t» sign up to take a baric par-
enting class which taught me how to w.ap up the baby so I would
not suffocate her when it was too hot. They taught me also how to
bathe the baby properly so that the head did not fall too far back
and water didn’t get down into her throat. They also taught me
what to do in case of choking. They teach you, to not lay the baby
down on the side and feed the bottle because that causes ear infec-
tion. It runs from the ear to the nose to the throat, which can get
worse. They taught me a lot of things. They also made it mandato-
ry that before I left I had to have a car seat, und things like that
have to keep being instituted. It might have to be said over and
over and over again. But I have two healthy children now, and 1
know infant and child CPR now, because I caused such a fuss with
not having the ruoney to learn it and it should be something that is
readily available. If 500 non-rescue personnel can be authorized to
have this course for free, adult CPR, then parents should have
training too. We have the higher percentage o deaths.

Mr. McHucH. We are going to have to wrap up, I am afraid.

Ms. BiLLuk. In 1987, we had 85 deaths in Onondaga County due
to infants after being born, including Sudden Infant Death Syn-
drome, congenital abnormalities, certain conditions originating in
the perinatal period, and upper respiratory infections, and then
there were other causes of deaths. But that is a total of 85 children
dying in 1987.

[Prepared statement of Cherylene Billue follows:]
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Paxranxp StaTeMENT or Cuxavizne Buiur, Pamxs, Mrus<z, SuscoumrrTee on
INPANT MoaTALITY, NATIONAL ASSOCIATION POR TMR ADVANCEMENT or Cowomxp
Suracuse, NY
NAACP TESTIMONY ON INFANT MORTALITY

"INCOME ANO COLOR TRANSLATE INTO DEATH AND DISEASE IN
ONONOAGA COuNnTY.®

The Infant. Mortality Rats, (IMR), is usumlly expressed
&= the number of infant daaths per thousand live Births, and
i{m tha key indicator of community haslth bDecauss it measuras
the health of the mogt vulnsrabls gegment of any population.

Tha IMR in Syracusa is higher than that of 27 cities of
comparsbls saize, and asmong Blacks ths IMR is disturbingly high
at 27.4 dessths per thoumand liva birthe during 1984-1987.
Compered with 18 largsr cities, including Naw York, BQoston,
Chicago and Qetroit, Syracuse has the highest Infant Mortality
Rate of them all' In Syracuse tha risk to Slack infantes e
naarly triple that of whitas, according to Chary!l Imslda
Smith, whe rassarched and suthorsd = report for the Hereld-
Journal/Hsrald-Americen on the subject of poverty and Jdisnsse
in Onondage County in Fabrusry t1983. Following six months of
research shs discaversd that for every white baby who dies
bafore age one, two Black bebies dia.

But the emphasis in Onondega County is on infant mortaelity
during presgnancy, not infant mortality 8¢ a wholae. which leaves
mothere of infante few {f any viashle resources. In sddition to
low birth waight and lata efforts to accems care, othar factoro
that comprise the IMR which have not basn emphasized #re gkull
fracturee resulting from child sbuse, poisonings resulting
from ignorance of simples safaty procedures, drowning and elec-
trical inj:rise. According to the American Red Crosa and the

American Heart Associmtion, thousands of babies dis svary year
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fram choking, suffocation, bresthing disorders and Sudden
Infant Veath Syndrome, much of which could be prevented (f
parants were taught Child ar Infant CPR,

According to the ssrisa of articlss by Charyl Smitn, if
you have B mick infant in Onondags County, finding a dactar
to treat the child may be beyond the capability of a poor
mothar, because 80 few doctors are whilling to provide treat-
moent for the amount that madicade pays. In 1382, for example,
that was $15.00 per visit, whereas some private insuramce
companties pald anywhars From $30 to $60.00 for the same services.

Many babies of poor familiss are born ill because thear
mothers 9O not know tha importance of propsr coara during pren-
nancy, ar cannat affaord it. Althaugh New York's medicaid
bansfits are said to be among the moat penerous in the country,
this 8ystem deniesn Qood haslth care along the lines aof class
and race according toc Smith. Even with social factars filtered
Qout, she stoaces, a racial disparity remains {n the 1nfant mori-
ality death tall in Onondaga County.

People are falling through the cracka. Poor working mothers
whoge incomes are balox the poverty laval, sarn too much to
qualify for medicade, but have jobs with Po insurance coverfale.
and consequently cannat pay for the incressingly high costs of
medical care. Thus they have few, if any, options. Babies of
poor Foamilies ars also at high risk of death becsuse most of
Onondaga County's private Obstetricisns refuse to care for
preagnant women who are on msdicade.

As of July 2, only two privatae obstetrical groups accep:

med) cade, and two private obstestricians contract with the PCAP

1341
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‘(Prl-nltll Cars and Asaistances) Praogrsm. And anly three private
obstetricians and one privats Femily practice group have shown
eny interest in the New PCAP Program,

As for the raet of the County, there i% only one private
pedistrician who accepts medic#aid, bus thu= is in North Syracuss,
and only for petisnta who live in that ares. 97 the dozen or »o
padiatricians whom se cantected, a Ffax salid that while they do
accapt asdicmid thay are currently st capacity snd cepnot say
when they will bs able to mocept new patisnte. According to the
Herald-~Jdournal seriss by Cheryl Ssith, soma haml-<h 2rofassionals
have suggestsd that soms doctors do not want Black people or
poor people in their plush officea. Othsr doctors, already
realing From malpractics in.ufnnc- rates, afliceve the paor are
more likely to sue, sccording to a netionel erudy.

That limits tha baelth Care for paor uninsured women to
tha Syracuss Community Heslth Contar, SUNY Fsalth Sciencs
Center Clinic, and Gt, Joseph'e Hospitol Clinic, as the only
pra-natul and nasborn nptions availuble for such & lerge popu-
Iation. All thraee fecilitiems have ucumsll s been wo IwOmped that
somatimes women who called for an eappointment sarly in their
pragnanciea were not seen until their secondg trimeater. Ang
then many wesrs subjected to lang hours AN walting raons end

dismcourtescus and uncaring docters. Meny had small childraen

*

PCAP pays for pre-nats! cara, teating, post-pertum and delivery
faes for mothars who cen't get mediceds., gnd whous income 16 ot
ar balow 185% of the povorty level, The New PCAP slsc covers
hospital labor ancd delivery rfess, whils the Onondage Caunty
Department of Heelth providea cutresch end sducstion.
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that had to be in the exsmination room becmuse ths clinics do
not hava child core facilities for patients, snd poor mothers
cannot afford baby sitters,

Follawing the loas of four children during pPregnancy. and
ths Near leoss of two Othere bacauss I dig not know Infant ar
Child CPR, 1 beceme deoply invelved with the problem of 1ntant
mortality, sspecislly as it pertains to the child's first yeaor
of Jifs. Since Oscember of 1383 I have been deseply committed
to fFinging solutions to thie davastating problem, and have come
to tha raslization that thers ars not anough programs that
address mortality during the child®’s Flrut ysar, Since thaet
realization 1 have tried to sducate a® many inner City mother:
as possiblo on all aspscete of infant mertality, and have tried
to keing Infant mnd Child CPR programs, and basic parenting
education to as many communi.lies 0% possible. With the help of
the Syracuse Housing Authority, andg tho Onondaga County Heoulin
Departmant Emergency Medical Servieces Burecau, some small progeess
haz been made, but S0 nuch remaine ta he done,

Indinent and working pPoor mothorfs FaQuiIrfg MINY Lervices,
eoms of which are available in the community, although many ware
mot arare of jt, In addition te health care, many require ftoard,
furniture, baby sittars, ascorts £o sgenciss, and sven li:ing
Quarteres., ! have tried to provide asssistance in thece area. tn
the beat of my own limited recources, but the neod excecd. The
capahilitia. of sny one person.

In May of this year I learnad of the NAACP'’s intercst and
rasaarch into the ared of infant mortality, and subsequoently

became affiliatad with the subcommittes working on the 15500,

135



182

After many haurs of estudying rescaorde snd resparts from & veériety
of sources, the committes hes devsioped & liet of recommenda-
tione which it Fesls must be incorparated in eny comprehensive
prog~am to reduce and sventulilly sliminets infsnt mortality in

this community. They ars ss Ffollowe:

%  Require mandetory educstior snd treining for
pregnant mothers in Infant and Child CPR,
incorporatad with e basic perenting end life
skille progrem;

% Make an Infent and Child CPR program sveilsble
to all mothers {n tha community, omn & elid~
ing fee-ablility to pey besis {f nacessery;

%  Arrange and provide trensportation for preg-
nent mothare on Medicaid who heve more then
one child under the ags of cthrea faor whom
at hows care cannot be provided;

® Provide child cere in the home whars possible.
or at the fecility if necsessry, so thest
mother. can mast with their physiclsns
privataly;

% Dlecontinuae the arbitrary practice of penal-
i=ing mothers by cutting of F welfars and msd-
icaid For missed mppointmants, and {nvesti-
gets tha reasecns to daterminae i they are
cepricious or velid;

¥ Incresse Mediceid pesymenta to physiciens te
a rate mors compatible with private insurers,
and strongly snccurage privete physicians to
scoept Madiceid patisnte;

& Inetitute & Federml Insuramnce Plen for work-
ing mothars with income below the poverty
lavel, whose smployers do not affer haalth
imsursnce;

3 Establish community-besssd Outresesch Heslth
Precincts steffed with appropriste ssrvics
personnel, including a nuree, nutritionist,
home economnist, wedicel technician, out~
reaach worker, stc., to provide informetion,
sducation and heslth related aarvices;

% Notify all pre-natal clinice thet discour-
teous service and improper trestment of
any patiant xill not be tolaratad, and that
any coralaint of this nature will be thor-
oughly i{nvestigated, and appropriats action
teken if warrsnted;
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* QDismcontinue tha {nherent clawa mnd racial
factora which inardinataly contribute to
the pramature deaths of all the infants
in our community;

* Reviaw all Medicaid policiss to determine
what cthar improvemsnts can be made to
correct the flagrant imbalencs {n thia
system,

On bahalf of tha NAACP I would like to express our thanks
and sppreciastion to Congressman Jesas Walsh for his initiative
in recognizing the maricus msagnitude of infant mortelicty in our
asamunity, and to Conmgreswsman George Millar, for his understand-
ing and Foresight in convening this First field hearing here in
Syracuss whars the Infant Mortality Aste is one of the highest
in tha nation, comparing unfavorably with many underdevelopsd
countries.,

We are hopaful chat through the continued lesadership and
commitment of thewse men and this commictes, eignificant strides
will be made to erradicate infant martelity within the not toe

distent future.

Thank you for sllowing us to address you.

(Mrs) Cherylena Billua

Presanter

(. : l_:} Ej
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SUIMMARY Or COUNTY HEALTH DATA TAMLE 1:
1987 RESIDENT INTANT DEATH LIST

ONONDAGA COUNTY, NY

MUMBER QX RESIRENT INFANT DEATHS XN 1987

CAUSE OF REATH

sudden Infant Death Syndrome

Conganital Ancmolies (includes Spina
Bifida and others)

Certain Conditions Originating in the
Perinatal Period {includes 8irth Trauma
and others)

Diseases of the Upper Respiratory Tract
{includes Pneumonia, Bronchitis and influenza)
and Other Pespiratory Problems After Rirth Not
Otherwise specified (includes Apnea)

All Other Causes of Death

Total Infant Deaths, All Causes

Scurce: New York State Department of Health, County Health Tables,

1987

Prepared By: onondaga County Health Department,

Surveillance and statistics

Appendix 1
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. e~ -

Causes of Infnnt'Duths
Onondaga County Residents,

1981-1986
Black Neanatal White Neonatal
Externg! Causey  SIDS and Unknown
- Othet infectous Disease

Congendal

Slack Postnecnatal White Postneonatal

Congental

Intectious
Causes Disease

Prepaced by Onandage County Hesth Depatment
- l&yuualsaonlgbﬁm
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INFANT DEATHS DUE TO SIDS AND QTHER UNKNOWN CAUSES BY PERIOD OF INFANCY AN(: RACE
ONONDAGA COUNTY, NEW YORK, 18811897

RACE
Whie Biacht

PERIOD ) .
Neonats!

Numtber 14 t

Percent § 2% t 0%
Postneonatsl

Number 9 10

Percent 41 3% 4 8%

Percent = Percantage of Totel Category-Spectic intant Desths

Peeparsc by  Onondage County Hesith Department Bueeau of Surveriiances snd Stadstice
Data Source New York Stete Hestih Defatment Buresu of Vial Stantics
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Mr. McHuGH. Thank you very much. Congratulations as well for
taking some initiative on your own as an individual citizen to help
other people in your community. I think it is a wonderful example
for others who can make an impact just based upon their own initi-
ative and idealism.

Our next witness is Cynthia Olmstead, who is the Director of
Nursing at the Syracuse Community Health Center here in Syra-

cuse.
Ms. Olmstead.

STATEMENT OF CYNTHIA OLMSTEAD, DIRECTOR OF NURSING,
SYRACUSE COMMUNITY HEALTH CENTER, INC,, SYRACUSE, NY

Ms. OrmsTEAD. Thank you.

A heightened awareness and a scnse of urgency has spread
throughout the community of Syracuse and Onondaga County. Pro-
fessional and lay persons are asking the question—Why is the
infant mortality rate in our county so high? In trying to reply to
this question one is inevitably forced to address, along with many
other issues, the issue of access to health care.

My experience with this problem has primarily been through
working with patients at the Syracuse Community Health Center
for the last six years. The health center is located in downtown
Syracuse and includea in its patient po&tllllation a number of pa-
tients at high risk for infant mortality. ile working as prenatal
coordinator, women often share with me the difficulties they have
with obtaining health care. I will share some cf these difficulties,
some of the ways we at Syracuse Community Health Center are re-
sponding to the problems and some barriers the center faces in pro-
viding care.

One of the most frequently heard problems has been transporta-
tion. A majority of our patients travel by bus. Even though we
have a fine public transportation system, it becomes problematic to
use when you are eight months pregnant, must walk to the bus
stop in the rain or snow and have another small child walking with
you or being carried by you. Through working with the CMCM pro-
gram, it has become possible to offer patients more assistance with
transportation, but we still have a ways to go.

Patients have &lso told me they cannot keep prenatal appoint-
ments because they have too many other appointments to go to.
They may have to recertify fo:-afmb ic assistance, pick up WIC cou-
Fons and meet with other social agencies. Needless to say, putting
ood on the table and having money to live with take a priority
over keeping a prenatal appointment. The Center is working to
grovide as many of these services on site as “goesible. For example,

oing presumptive eligibility and initiating WIC.

e haas also been a barrier to care. Syracuse has a growing
Spanish-speaking community. Women will often come to appoint-
émentg with a translator anl the bgac}lities have lxgrnhtgd nu:l: rs of

pamsh-cieakm% personnel to »f assistance. This results in a
visit which can be frustrating for both the patient and the provid-
er, Appointment keeping becomes very erratic because of such situ-
ations. I have to wonder also how many women may not be seeking
care at all because they cannot even make a contact for their ini-

LY
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tial appointment due to a language barrier. While we continue to
make efforts to recruit and maintain bilingual steff, resources are
limited to support staff onlfato be available for transiation.

Many ‘Patienu who are late entrants to care have told me theK
were undecided about their pregnancy initially so they did not see
care. Their initial visit is often in their second trimester. We have
intensified our educational programs in family planning in the im-
portance of care.

The drug problem and domestic violence are also barriers to care
which I have seen increase in the past years. Women usi
often just don’t have the ability to get into care, or are id to
seek care because of the consequences they fear they will encoun-
ter. Unfortunately, there has been limited facilities to provide serv-
ices for women on drugs. At the health center we do have a coun-
seling program for substance abusers. Our % will meet with
women right at the time of their visit and help arrange necessary
services. However, if women need inpatient treatment, they have,
at times, had to go long distances from home. There is a real need
for more services for users of drugs, a heightened sensitivity for
those on drugs and more preventive efforts.

With domestic violence, I have experienced women who were ab-
solutely forbidden to receive care by their partners. Often they are
too embarrassed to come in for their apﬁintmentl because they
are bruised. Again at the Center we do have a program to assist
victims of domestic violence, but many women choose not to
become involved. These women often have very sporadic medical
care. Our facility hopes in the future to address the problem more
fully by looking at increased treatment for the batterer.

One other barrier I need to mention is the ability of women to
get an appointment into the health system. Women are constantly
urged to make appointments as soon as _possible, but then they
have to wait three or four weeks for their first appointment. While
ttgere are several reasons for this delay occurring, I will mention

0.

One is the need for more providers, hoth physicians and mid
level. The second reasen is the need to decrease the no show rate
for appointments. A vicious circle has been created. Peoople, due to
barriers to care, miss appointments. Even with the overbooking of
appointments, times are left vacant and appointments go unused.

e Center works to resolve this problem by having persons do
reminder calls and working to educate persons on the importance
of continuous care.

Some barriers I have not mentioned are child care and en-
Klltaioon of met%ical careia’ll)‘ge tl:,edt.h hcae:tt;:c;mvidea frehe child m

, since there are ratory, p , sonography, and fe
monitoring services on site, women can receive m medical care
in one place—the so-called “one stop shopping.” This has really
made an im on more continuous care being received.

We have been able to arrange for WIC to be on site, but ox;‘lgefor
the patient’s entry into the system. In the future we would like to

C coupons 1ssued as a part of the prenatal visit.
Recently, we have also been working with the Department of
ial Services on the CMCM program, Comprehensive Medicaid
Case Manasgement, and have u&en the initiative to serve as lead
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agency for this program. The pilot project has placed a community
worker in our health facility and others in the city. These mgeraom
go directly to the client's home to find out what the problem is
with their accessing and contin care. They then work with the
patients to overcome barriers, and help them me more self-suf-
ficient in the future. Their services might include trans-
portation, assisting with child care arrangements, or coc ting
appointments. It is also offering the &ﬂent a defined person from
the community who is saying I care about helping you get care and
have the time to help you work through the barriers.

One thing I have found especially frustrating working with pa-
tients was the limit of time to deal with the non-medical issues.
Also, T think a person going to someone’s home will get a better
assessment of what the needs might be.

Our Center has begun a mentoring program to match pregnant
teens——

Mr. McHucH. Ms. Olmstead, I am sorry to interrupt. I know you
have a little bit more in your statement, but I do want to stop at
this point, if I may, and we will come back. I know the mentoring
program is one you were just getting to, and perhaps we can talk
about that a little bit in the question and answer period.

Ms. OLMSTEAD. All right.

[Prepared statement of Cynthia Olmstead follows:]

14.
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Prrraneo STATEMENT OF CYNTIOA O!mwiNDmmw or Nursing,
Symacuss CommuntTy HEALTH CENTER, INC., SYrACUSE, NY

A hef&hteﬁed awareness and a sense of urgency have spread
throughout the community of Syracuse and Onondaga County.
Professional and lay persons ave asking the gquestion - Why is
the infant mortality rate in our county so high? In trying to
reply to this question one is inevitably forced to address,
along with many other issues, the issue of access to health

care.

My experience with this problem has primarily been through my
work with patients at the Syracuse Community Health Center
for the last six years. The Health Center is located in
downtown Syracuse and includes in its patient population a
number of patients at high risk for infant mortality. While
working as prenatal coordinator, women often share with me
the difficulties they have with obtaining health care. I will
share some of these difficulties, some of the ways we at
Syracuse Community Health Center are responding to the
problems and scme barriers the Center faces in providing

care.

One of the most freguently heard problems has been
transportation. A majority of our patients travel by bus.
Even though we have a fine public transportation system, it
becomes problematic to wuse when you are eight months
pregnant, must walk to the bus stop in the rain or snow and
have another small child walking with you or being carried by

you. Through working with the CMCM program it has become
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possible to of ter patients more assistance with

transportation.

Patients bhave also told me they cannot keep prenatal
appointments becausc they have too many other appointments to
go to. They may have to recertify for public . :sistance, pick
up WIC coupons and meet with other social agencies. Needlesa
to say putting food on the table and having money to iive
with take a priority over keeping a prenatal appointment. The
Center is working to provide as many of thes¢ services on
site as possible, for example doing presumptive eligibility

and initiating wiIC.

Language has also been a barrier to care. Syracuse has a
growing Spanish speaking community. women will often come to
appointments without & v-anslator and the facilities have
limited numbers of Spanish speaking personnel to be of
assistance. This results in a visit which can be frustrating
for both the patient and the provider. Appointment keeping
becomes very erratic because of such situstions. I have to
wonder alsoc how many women may not he seeking care at all
because they cannot € en make a contact for their initial
appeointment due to a language barrier. While we continue to
make efforts to recruit and maintain bilingual staff,
resources are limited to support staff only to be available

for translation.
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Many patients who are late entrants to care have told ne they
were undecided about their pregnancy initially so did not
sceck care. Their initial visit {s often in their second
trimester. We have intensified our educational programs in

family planning and the importance of care.

The drug problem and domestic violence are alsc barriers to
care which I have seen increase in the past years. Women
using drugs often just don't have the arility to get into
care, or are afraid to seek care because of the consequences
they fear they will encounter. Unfortunately there has been
limited facilities to provide services for women on drugs. At
the Health Center we do have a counseling program for
substance abusers. Our program will meet with women right at
the time of their visit and help arrange nrecessary services.
However, if women need i1npati-nt treatment they have at times
had to go long distances from home. There is a real need for
more services for users of drugs, a heightened sensitivity

for those on drugs and more preventive efforts.

With domestic violence ! have experienced women who were
absolutely forbidden to receive care by theirr partners. Often
they are too embarrassed to come in for their appointments
because they are bdruised. Again at the Center we do have a
program to assist victams of domestic viuience, but many
wanen choeese not to become 1nvolved. These wonen often have

very sporadic medical care. Our facility hopes 1n the future
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to address the problerm more fully by looking at increased

treatment for the batterer.

one other barrier I necd to mention is the inability of women
to get an appointment into the health system. Women are
constantly urged to make appointments as soon as possibdle,
but then they have to wait three or four weeks for their
first appointment. While there are several reasons for this
delay occurring 1 will mention two. One is a need for more
providers at the Center - both physicians and mid level. The
second reason is a need to decrease the no show rate for
appointments. A vicious circle has been created. People, due
to barriers to care, miss appointments. Even with the
overbooking of appointments, times oare left wvacant and
appointments go unused. The Center wo:rns to resolve this
problem by having persons do reminder calls and again working
to educate persons on the importance of continuous care.

Some of the barriers to care I have not mentioned are child
care and fragmentation of medicai care. The Syracuse
Community Health Center provides free child care for its
patients. Also, since there are laboratory, pharmacy.
sonography. and fetal monitoring sirvices on site, women can
receive their medical care in one place - the so called 'Oné
stop shopping”. This has really made an 1mpact on nore
continuous care being received. We have been able to arrange
for WIC to be on site, but only for the patient's entry into

the system. In the future ! would like to see RIC coupons

. L
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Las.ed as part ol a prenatal visit, Recently we have als»
been working with the Department of Social Services on the
CMCM  program (Comprehensive Medicaid Case Management) and
have taken the initiative to serve as lead agency for this
program. This pilot prolect has placed a community worker in
aur health facility and others :n the city. These persons go
directly to the client's home to find out what the problem {s
with their accessing and continuing care. They then work with
the patients to overcome barriers, and help them become more
self sufficient in the future. Their services might include
transporting the patient to their prenatal appointmenc,
assisting with making child care arrangements, or
coordinating appointments to make sure someone does not need
to be in two places at one time, It is also offering the
patient a defined person from the community who is saying I
care about helping you get care and I have t-e time to help
you work through the barrier that keeps you from getting
care. One Lhing ! have found especially frustrating in
working with patients was the limit of time to deal with the
non-medical issues. Also, I think a person going to someone's
home will get a better assessment of what the needs might be.
Ovr Health Center has also begun a mentoring program to match
pregnant teens with women from the community. They will
maintain contact through the last trimester of pregnancy and
the first year of the baby’'s life, encouraging them to keep
appointmente and acting as rele models. Th.s program 15 also

an swtemplt to be a bricjing mechanism between prepatal and
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ettty wcare. Totelieve t-ere has been a lack of emplanis
1in this community on the irportance of pediatric care. One
can provide the best prenatal care, but if a person has no
parenting sakills or cannot bLring their bLaby in for regular

checkups, only half of the problem has been addressed.

In all, we offer a comprehensive quality health prugram and
are constantly looking at ways to decrease the barriers to
care, but o 1 mentioned we also have barriers Lo providing
care. We have a program which was shown by a study in 1989 to
have s low birth weight rate below other providers. However,
our program can only be available to as many persons as our
providers cvan see. We at the Center have a need for more
physicians and mid-level ' roviders. Secondly, there ia a need
for an increased realization that preventive programs and th:
staff{ to offer them are a necessity. Ideally women would
enter pregnancies that are planned in the best porsible
health, It takes time and staff to educate persons to the
importance of prenatal care, to the need for pediatric care,
to ways tu remain healthy between pregnancies. ! can envision
a progren where waiting times for patients are used as
educat 1on sessions rather than wasted time. Again the nced
for tncreased medical and preventive services, It is our goal
to wontinue ta provide cur services to our patients and to
develop additional means to improve our program to meet out
patients noeds,

ta cnnclusion, 1 o wiuld like to say that 1 atrongl:s Lelieve
¥ SR
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our community will see this proble~ reverse. T2 do 50 we nust
continue to realize that infant mortality is not only a
medical problem, but alse a social one. The emphasis should
include pediatric care and parenting. The community must
listen to the patients. My concern is that as a community
work together guickly enocugh with definitive action and most
of all let us be creative and efficient but let us not
duplicate efforts, lets build on programs that work. I am
confident that our program at Syracuse Community Health
Center has proven and will continue proving that it works., 1
am confident that our coordinated, patient oriented efforts a
the Center and within this community will help to assure more

babies survive.
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Mr. McHucH. Our next witnees is Kathleen Murphy, who is the
Executive Director of the Consortium for Children's Services.

STATEMENT OF KATHLEEN MURPHY, EXECUTIVE DIRECTOR,
CONSORTIUM FOR CHILDREN'S SERVICES, SYRACUSE, NY

Ms. fuxeny. Thank you very much, I am very pleased to be here
today to discuss the work that the consortium does in preventing
infant mortality by enabling parents to fulfill their essential role
in the healthy development of their children.

Wae believe very strongly that giving parents skills and resources
to nurture their children is a key component in a comprehensive
strategy to lower the infant mortality rate, Erﬁcu]arly during the
first y?zgfofi:ife}. The put-neonagl ;eriod, from one txﬁonf;h to one
year of life, is of s concern yracuse because the post-neon-
atal infant mortaﬁg‘?ate is so much higher here than nationally
or statewide, and it is rising. For African American teenagers in
the City of Syracuse, the post-neonatal rate is now higher than the
neonatal rate—a situation that is usually only seen in developing
countries. That rate is ofien thought to reflect social conditions,
care for children and the availability of medical care for treatable
O e voa. of 1fe ot ting skills tial

e year of life strong paren are eesen
to children’s health. Parents need to know how to provide ?od nu-
trition and daily care for their babies. They need to know how im-
portant stimulation and involvement are. They need to be able to
recognize serious illness and to get medical treatment. These are
gg% m p:hrents automatically bave. Teenagers especially need
em.
or the 12 years, the Consortium’s Magic Wagon early child-
hood development teams have been visiting families on & weekly
basis where children are at risk for foster care because they have
been abused or neglected. These are extremely poor families with
complex social problems. The typical family that we visit has three
voung children under five, and very often a baby is born during
our involvement with the family.
ically, the older children are already exhibiting & number of
developmental and learning delays and serious behavior xpw!:deum.
They often have chronic health problems. Parents feel over-
whelmed and unable to cope with their children’s needs.

Durini‘;mr weekly visits, we provide stimulating learning activi-
ties for both the children and their parents. We provide toys and
books. Qur goals are to involve nts in their children’s early
learning, help parents understand how childrexlxﬂfrown and learn,
and give parents skills for disciplining their children and coping
with their behavior. Becauze we go so often and because parents
get to know us well, vve bave a very strong relationship that is

ujlt with families and we become very much a support for the
whole family.

However, on our first visits we often see babies who are left
alone in their cribs for many hours. Diapers are not often ¢ '
bottles are left propped—sometimes with sour milk, and the babies
receive very little attention from their parents. They are not talked
to very often, and sometimes they cry for long times without any
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respanse. With the home visitor’s gentle persuasion, information,
and . upport, the situation changes for these children, and we see
some very dramatic turnarounds in families. Parents learn to
cuddle, {o talk, to aflay with their babies. The babies become more
interesting, more alert, more curious and their health and their de-
velopment imgrovea, and that is the goal of what we are doing.

In the past few years it became very clear that we were too little
and too late, that we needed to be visiting earlier in the life of the
child and eerlier in the developm.nt of the family. Most Magic
Wagon mothers had their first child in their mid-teens and now are
in their early 20s with two or three children. We felt that if we
could visit earlier, we would make a greater impact on families and
on the development of children.

And s three F::s ago, with the assistance of the state Adoles-
cent Pregnancy Prevention Program and several foundation grants
and some of our own resources, we began a new prosram focused
on the needs of teenage parents, the Teen Parenis and Babies Pro-
gram. We currently have two teachers and two vans that visit 40
teen families each week, and that is probably less than 10 percent
of the real need in Ononds:ia County.

Like the Magic Wagon, the Teen Parents Program provides stim-
ulating activities for babies, helps young nts learn about child
St e sy St £ i o

e teenage mother in la cy elp her prepare
for the birth of the baby and after &m is born, and probably
continues until the baby is about 18 months old.

Looking back over the past three years, the program has exceed-
ed our test expectations. Nearly all the babies are developing
normally, or doing better. Their mothers are closely attached to
them, very aware of their needs, and providing good care.

We have not had the luxury of a formal evaluation system for
the program, but we have informally reviewed each family’s
progress and each baby’s development several times during the
past two years. Based on our observations in the Magic Wagon pro-
gram, we would expect these disadvantaged babies to be delayed in
reaching normal developmental milestones, and we find that the
opposite is true. The babies are developing on target and are
healthy and bright.

In addition, the close relationship developed between program
teachers and teenage mothers has enabled a number of the moth-
ers to return to school or job training and take other important
steps during selfsufficiency. I will just tell you about one of our
families, basically because the child was at very high risk. He was
born weighing less than three pounds to a teenage mother with
two chiidren at home, was in neonatal intensive care in the
first month and a half of his life, and we feel that our program was
important support for that mother and that baby during his first
year of life. A home visitor from our program was with the mother
during labor. Because she had no one else to be with her. She
hel!;gg arrar&ge for a breast pump so that the baby could have
breast milk during his stay in the hospital. When he went home,
he went home to a crib that we had lent the mother. She had no
funds for one of her own. We had helped her find clothing and
blankets and donated them to her. His mother continued to nurse
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him, which is, we feel, an important and often overlooked piece of
assistance for a low-birthweight baby. Program toys encouraged
her to provide stimulation and early ing, and we just helped
her cope with a tiny baby and two active toddlers.

Tod:yb.oﬁehumonﬂuold.ﬁemrviwdhilﬁntmr.andheis
doing t as we would expect a normal year old baby to do. He is
% extremely well. His mom still has lots of problems, lots of

problems, lots of poverty problems, but she does provide good
care for her baby and for her two children.

Mr. McHuon. Ms. Murphy, ¥ am sorry to interrupt.

Ms. Muzrty. Yes.

Mr. McHucr. But I would like to close »n your statement if we
may move on. But if you would like to make one last comment.

Ms. MurrnY. y, 1 have some recommendations that I
think are important. I think we want to see a firm funding stream
for this kind of program coming out of the federal government,
consistent funding, a consistent federal stra for reducing infant
mortality. We are also hoping that there be expanded federal
support for programs that reduce adolescent pregnancy and then
the last recommendation is a very global one, but a very important
one. That all ts have the financial resources that they need to
provide their families with decent environments and adequate food,
clothing and medical care.

Thank you.

{Prepared statement of Kathleen Murphy follows:]
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Mr. McHuon. Thank you very much.

Let me stress that of your statements will be part of our
record, and I am sure Jim and I have read them all in advance as
well, and they are excellent statements I must say.

Dr. Warren Grupe is our final witness for this panel. As I men-
tioned earlier, he is a Professor and Chairman of the Department
of ll)’red(i}ama at the SUNY Health Science Center.

. mwu

STATEMENT OF WARREN E. GRUPE, PROFESSOR AND CHAIRMAN,
DEPARTMENT OF PEDIATRICS, SUNY HEALTH SCIENCE
CENTER, SYRACUSE, NY

Dr. GrupE. Good morning. I really do appreciate you having this
meeting. ] have learned a lot, and I hope you have too.

I think the conclusion that can come from this exercise, however,
is that it is not a good time to be a child; we have heard many rea-
sons why this morning. Let me just touch on a few of these.

There is now & resurgence of preventable diseases, including
messles, and whooping cough. This goes beyond the problem of
infant mortality. We are witneesing a return of tuberculosis and
rheumatic foever, which should be gone also. We are now seeing a
whole new group of societal-based diseases that did not exist before:
drugs, alcohol, . child abuse, and sexual abuse. I would point
out that since 1987, when we initiated a sexual abuse clinic for
children, the attendance at that clinic has doubled each year. That
is frightening.

When we turn to the infant mortality problems, there is no evi-
dence to support the concept that this mortality is caused by inad-
equate accesa to medical or health care as the sole cause. Although
medical care is mﬁect, there is also some evidence that under-
utilization of av le care is also there. Therefore, as we forus on
the supply of medical care, I think it is also important to focus on
the demand as well. The value of active intervention, in the form
of outreach, has also been presented this morning.

The causes of or inagpmpriate demand are multifac-
torial, with many societal based. It is urgent that we support the
study already underway through the Onondaga County Health De-
partment to define the etiology, because unless we know the etiolo-
gy, we will not be able to de the programs that specifically ad-
dress these issues.

If I may interject, Syracuse is a very appropriate place to under-
take such studies. This is a very , highly motivated communi-
'%; The census tracts that are involved are very clearly defined.

ere has been a good deal of information obtained already. There
is less population flux. It is easy to track thimpulation. Madi-
son Avenue has known for years, results obtained in Central New
York are applicable to the rest of the Nation.

Now, prevention clearly is an importanet“raﬂ of postnatal health
care. It is an important part of any medical care program. No hos-
gital has ever prevented a single disesse. From what you have

eard this morning, what is needed does not involve high technolo-
gy. They are not very costly.
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One of the things I would like to point out is that community-

gerggrama were here in Syracuse. They were discontinued in

1979, because of unfortunate bureaucratic interventions over a

single issue. I really wonder if child health care would not be in

better condition now in Syracuse had those discontinued programs
been continued; you also heard about that earlier this morning.

I would love to see an expansion of the school-based programs.
Inc numbers of our modern mothers are still in school. We
cannot only help them, but help their infants and their education
all at once. Physical and developmental services that at least meet
the American Academy of Pediatric requirements should be estab-
lished. It is remarkable how much can be done by properly trained
developmentalists that help parents do the things they need to do.

The concepts and precepts of primary care need to be expanded
and enlarged. It is not just giving baby shots. There are social
issues involved. It includes the concept of parenting, the notion of
dependency, and the fostering of responsibility. Now, how low tech
can you get?

We can also invest in the adults for the benefit of these children;
we have also heard examples of that this morning. For example,
the number of pediatricians in central New York are decreasi
faster than we are replacing them. Soon we will have an insuffi-
cient number of them. You have also heard about the shortage of
nurses, midwives, and public health people. Furthermore, we
cannot run a medical school without its teachers; we are even be-
ginning to lose some of them.

We need to consider the mother and the child as a combined
unit. They are together before birth; they remain together after
birth. We need to recognize that in our planning.

It is very appropriate to start preventive pediatric care durin
the prenatal period. We need to have programs, as you have h
from this panel, that address mentoring and the development of
parentix% skills. We are all primates; primates must learn how to
parent. We are not sparrows; we do not do it innately. We must be
taught, and we parent the way we were parented. Efforts toward
}mlproving parenting skills are very important and clearly success-

ul.

Let me just talk briefly for a moment about the PRIDE program
at our own institution; pride is one of the programs designed to
provide parenting skills education. We help parents to develop ap-
propriate expectations to do the things that we really need to do as
parents. We help the mothers return to school. We train them in
the use of community services. We are not unique, but it is one
that works.

There are only three staff members involved. Even with such
minimal staffing, it works. They provide services to about 85
mother/child units at a time. Over the last 3 years, they have
served 225 families. The results are encouraging. Immunization
rates are better when compared to a comparison population. Their
abilities to keep appointments are better; their use of nonappro-
priate medical sources, such as the emergency room, has gone
down. For the 1989 group, the number of missed appointments was
62 percent less; that is a significant difference. The number of chil-
dren who received their first DPTs was three times higher than the

15)
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comparison population. The number of children who had completed
thei;h iniununizatiom was 36 percent higher than the comparison
po tion.

ow, what are the implications of this? First of all, training in
parenting skills is effective. More importantly it is effectively
sought and effectively assimilated by the group. Their attendance
is maintained. The parameters of health tenance have im-
proved. The cost of the health care has been reduced. Why? Be-
gam the inappropriate use of nonscheduled care has also been re-

uced.

Whatever barriers that existed, these nts have overcome
them. It is a personalized tutorial that ad the adult needs,
the adult self-esteem, and the adult capability. It is continual and
it is comprehensive. It changes parenting behavior with a minimal

in both number and over the cost of the staff required for
well-baby care.

The personalized attention and skill acquisition was in fact, the
incentive that brought these families back to get the immuniza-
tions and the care for their child. It should be possible, in the
future, to start this program during the prenatal period.

We have had to alter admission to the program because we are
now becoming overwhelmed. Nevertheless, we should expand the
function and scope of such programs designed to increase the
mother/infant bond and to improve services $or that unit. We need
to enlarge the population served. We need to use criteria that are
not based exclusively on income, but incorporate this concept of de-
pendency: what is it that that mother/child needs? We need to
allow these programs to remain in operation long enough to see a
change in behavior. We cannot repeat what was done in this com-
munity in 1979,

The funding should be based on the program offered, not just the
medical services. That means we change the way we think about
what primary care services really are.

Thank you.

[Prepared statement of Warren E. Grupe, M.D., foulc .vs:)
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Preranen StaTEMENT o WARREN E. Grurs, M.D., Proressor AND CHAIRMAN,
Dxrartdant or Proiatrics, SUNY Hrarms Science Center, Syxacuss, NY

HEALTH AND NEDICAL SKRVICES FOR CHILDREN

Prepared for the House Select Committee on Children
Youth and Families
Syracuse, New York
July 16, 1890

A child should expect to receive several supports froms
his/her societal environment: Nurturs, Nealth, Fducatiecn,
Shalter, Nutrition and Preparation for Adult Life.

The data indic-te that our society has nit performed well in
these a'eas: Children are the fastest growing segsent of the
hoseleswn; children form a major portion of thone under-insured
for medical care; the ismunization rate now iz worae then it was
& decade agoi most every single target eet in the lates 70's for
education and preventive health care for children has been
siased; we see a resurgence of preventable diseasss that should
be gone, such as messlea and whooPing cough; we are witnesaing a
return of tuberculosis and rheumatic fever; new socliety based
diseases now afflict children, includingk AlDS, drugs, slcohol,
child abuse and sexual abuse.

The focus of this hearing is that the infant mortaiity in
some areas of Onondsga County exceeds 25/1000, egQuivalent to what
we dencunce for the third world. There is no evidence, at the
moment, to support the concept that this mortality is caumed by
inadequate access to medical or health care. There is soae
evidence that there is under utilization of the care available,
the caumes of which are multifactorial, and related to societal-
based problems.

What im currently needed is real data about the etiology of
thoee infant deaths snd better correlation to the societsl iriues
tnvelved. For example, data from other areas would implicate
both family violence and aubstence abuse as important faetors.
Other efforts can then be more intelligently formulated to amend
the problem. This might include: pregnancy prevention in teens,
adequate substancs sbuse trestsent programs provided in safe
settings, more creative and pPositive uae of foster care, changes
in family court practices, expansion of individual case
managerant w'th broadened perspectives and programs to enhance
acces s to comvunity services.

Although the emphasis on education, nurture, shelter, love
and protection ehould not be diluted, ths focus of my teatimony
will be in areaa of health and medical care.

Pevention i{a the hallmark aof all succesaful medical
programs. To this end, new emphasis skould be given to Programe

16i
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that prevent the growing eegments of sorbidity and mortality of
infants and children. While we have reached new heights in the
correction of coamplex dieeases such as cancer and congenital
abnormalitiea, we have fallen further behind in the aiample
precepte of primary care. The axiom jis true: no hospital, no
satter how well equipped or staffed, has ever prevented a single
disease. Therefore, new and vigoroue tnitiativee should be
directed towvards the preventive elements of pediatric services.
These should include:

* Adequate Prenatal Care;

& Programs to insure complete immunisation for the 25%
af children currently dented;

¢ Community based programe that are designed to actively
seek and reach out to those who need health services;

¢ Ixpansion «f school-based programs;

¢ Physical and developmental servicee that meet American
Acadeny of Pediatrica standards.

The pracepts of prisary care aust be broadened to include
societal issues, the concept of parenting, the notion of
dependency, and the foatering of responsibility.

Not all expenditures should be limited to servicesm smolely
for children. The concepts of primsary care must be broadened to
include sccietal issuss, the concept of parenting, the nature of
dependency and the foetering of reeponsibility.

Inveatment in appropriate adults can also benefit the child.
Examples include:

® Incentives to increase the number and Quality of child
oriented professionals, including physiciana, nurse
practitionsre, developmentalists, and health educatara. To
illustrate, at the moment in Central New York, the attrition of
peciatricians is not being matched by those entering the practice
of pediatrice. As another sxample, individuals with Naster level
degrees in Child Development canpet find emplorment.

* Perenting in the human is a learnsd skill. Thus, {t
becomes impertant to provide programs that teach parenting skills
to thoee at high riak, through school curriculuss, during the
pranatal period and concurrent with the child's poetnatal
sanagenent. There should be incentivea eetabliehed for thome
perents who do advance their skills in child oriented care.

One example is the PRIDE (Parent Infant Developaent Pragram)

Progras initiated at our institution in 1987. Thia program,
which receives no direct government or foundation eupport, offers

N-7940-91-86
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enrollment to all new mothers, I8 years old and younger, whose
infant has received care in the sursery by a faculty member of
the Department of Pedistrics. In 3 yesrs: only one of approxi-
sately 225 sothers has refused the opportunity. The program
provides personalized tutelage in Parenting Skills. Age
Appropriate Expectations, Basic Health and Nedics]l Care, and
Basic Child Care. The program also helps mothers Plan their
return to school and provides inforsation about which community
services are available to aasiat both mother and child.
Personalized contact is maintained doth in the Ambulatory Unit
and the home. Although the groups meet monthly, staff are
available for =mothers' concerns between visits. The stseff
requirement is minimal; these staff provide both redical and
parenting care and advice for the 85 families currently involved;
almost 225 families have been ssrved in the past 3 years.

Results to dste are encouraging. The primary imsunisation
rate is 88% for PRIDE infants compared to 72X for regular clinie
users and approximately 76% for the country at large. Not only
do PRIDE parents saintain a high sttendance rate for scheduled
care, they als¢ have a more appropraite use of non-scheduled
medical services, such as Emergency Rooms.

Several changms have taken place since the inception of the
program. The age of eligibility hes been reduced from 1% to 18
yesrs, because the acteptsnce of the program has been so high.
Even with this change, the program i= still experiencing
difficulties meaeting the demand. The Period of enrollment has
been extended from 8§ months to one Year to accommodate the
continued need of parents. Home visits were added in October,
1988,

The implications of this prograa’s success are many. Most
importantly, training in parenting skills are effectively sought
and spaimilated by the target populstion. Only one parent has
refused the service, attendance is maintained, parameters of
health maintenance hsve improved, and the non-schc ‘uled use of
the hasalth care sYstem is more appropriate. Whatever barriers to
access exist in the comparisen populations have been effectively
removed by a personalized tutorial ssrvice that esphasizes growth
in adult capability and self-esteem through a constancy of
personnel and care. Finally, s change in parenting behavior can
be demconstrated with minimal changes in staff number that
provides services concurrent with the child’s postnatal primary
care. It seems reasonable that such sexvices could be atarted
sponer, during the prenatal period.

* Expand; not contract, the functions snd scope of programs
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designed to support the psrent-infant bond and improve more
comaprehensive services for the psrent~child unit. BEnlarge the
population served. Establish criteria that are not basad

e' ‘lusively on income. Allow such prograss to reamain in

op ation for the several years it takes to demonstrate an effect
on human behavior. Do not make funding dependent on the medical
sarvices provided, but rathsr on the program services available.

Although preventative programs are designed to reduce the
need for medical services, and will eventually, they should pot
yet be substituted for existing secondary and tertiary medical
care facilities. HRospital based programs for children have also
suffered from deferred maintenance and restricted growth. As
examples, in Central New Yark:

* In 1889, 15X of children requiring intensive medical care
could not find space in the only Pediatric Intensive Care Unit in
the region;

* The only cardiac catheterization treatment and diagnostic
laboratory for children is sutdated and inadequate; reimbursement
levels do not allow the hospital to replace the unit;

* Extracorporial Membrane Oxygenation therapy has been shown
to reduce both morbidity and mortality of prematurely born
infanta; although available in adjacent ststes, it is not
available for the newly bern of Central New York;

& Services for the diabetic child are embarrassing:

* The average daily census in the major regional neonatal
intensive care unit is regularly above 100X cccupancy;

* Hospital tertiary pediatric facilities are the oldest and
the most outdated in the State.

In the areas of major importance in the treatment of non-
preventable complex dissases,; there has been a forced mediocrity
in pediatric medicine, based mainly on insdequate financial
support. Facilities must be upgraded to at least the level of
contemporary adult services. Outdated egquipment must be
replaced. Reimbursement sust at least match costs. Incentives
must be initiated to entice neaded qQualified pediatric
consultants to the region and to prevent those already here from
leaving.

Finally, to ignere the needs of infants, children, those who
raise them and those who provide professiocnal servicee to them is
to sortgage a future this society cannot telerate indenture an
expectant labor force we cannnt waste, and functi, ally impair
our nationsl abilities to retain a leadership role into the next
century. We can ill afford to overlook that, “the level of
civilization attained by sny society will be deterained by the

164



160

attention it has paid to the welfare of its infants and

We are already witnessing the signs of such neglect

in our netion. We have a new window of opportunity to correct

children.”
that.
July 5, 1890

Respectfully submitted,

Warren E. Grupe, M.D.
Professor and Chairman
Department of Pediatrics
SUNY Bealth Science Center
Syracuse, New York
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Mr. McHuas. Thank you very much, Dr. Grupe.

Now, if there are panelists from the first panel still here, we
would invite them to come up and participate in the few minutes
we have left for questions.

On the questioning, we will reverse the order and I will ask Jim
Walsh if he has any questions or comments he would like to begin

with.

Mr. Warsn. Thank you very much, Matt.

It is, unfortunately, we have limited time. Congressman McHugh
and the staff have to fetch a plane back to Washington. I have the
pleasurv of being able to linger until tomorrow morning, when I
will return.

Let me see if I can keep my notes straight here. Mrs. Billue, I
would like to thank you especially for absolutely taking what must
have been a very, very difficult period in your life and turning it
into a very positive thing for our community, yours and mine, and
fo:i’your commitment to this serious problem.

there was one thing that Government could do in regards to
this problem and emphasizing and irioritizing our efforts and re-
sources, funding, where would you like to see that go?

Ms. BiLLug. ically, I would like to see it in the form of basic
parenting skills and CPR. It does not cost that much. In fact, from
Onondaga County all I was asking for in a written proposal was
$870, and from another source, sending letters to private industry,
$435. That would have certified 500 young mothers, young and poor
mothers, in infant and child CPR. You see, those few minutes when
infant and child CPR can be started are the extra minutes that
that child has to survive. I would like to see it implemented in such
a way that everybody all over the United States has the opportuni-
ti; to have that tool to combat such things as breathing disorders in
the first year of a child’s life, because it clearly states in this report
from the county that in 1987, we had 85 deaths after birth.

Mr. WaLsH. This would be similar to the program that you went
through after leaving St. Joseph’s Hospital?

Ms. Birue. Yes.

Mr. WaLsH. Thank you.

Kate Murphy, when we were at St. Joseph’s this morning, Dr.
Constantine—is that how you pronounce it?-—explained one of the
most tragic facts of this whole grocess That is the drug abuse prob-
lem and its effect on the children. And one of the things he said
they have noticed is that because of the loss of oxygen during the
period the child was in the vomb, the child actually develops a
smaller brain and a smaller head, and it is a visible difference. And
one of the things he noted was that these children respond very
slowly to- -1 am not sure if discipline is the correct word, but in a
situation where the child is say agitated or whatever, the response
is not prompt to a parent.

I do not know if this is something that a program such as yours
can get to. I do not know if that is a developmental thing that
cannot be changed, or if it can be affected in a positive way by
workm% with parents and at least explaining that to them, that
this child is going to respond more slowly than others.

Is that something that you can——
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Ms. MurrHY. Sure. I think that that is important. I think that
the first thing that is really critical is that the parent of the child
has to be sober and straight, and you have to make sure that the
parent has received some drug abuse treatment. We do very poorly
in our program with parents who are still actively abusing drugs or
abusing alcohol. And then you have to deal with the issue that you
have a baby who has some developmental problems.

There has been some research done with cocaine babies that has
shown that, indeed, an active, enriched early childhood or infant
stimulation program can turn around some of those effects. With
Fetal Alcohog Syndrome, where the baby has been affected by the
mother’s alcohol use, the turnaround is not as , and the hope
isf x(:lot as great. It is really impolrtaéxt to deal with the mgtgfr’s use
of drugs during pregnancy, early during pregnancy, and then you
have to also reallpze that you have got two things happenirég. If you
have a mother of a baby who is really more interested in the \
and that is what addiction means, or interested in alcohol, you
have a lot of times that she is not aware or available to that baby.

So, the first thing really is to treat the addiction. The second
thing is, yes, we certainly can do things with babies who have de-
ﬁlopmental problems, to change things for them. The earlier the

tter.

Mr. WatsH. Thank you.

I have a thousand questions, but I am going to defer to Congress-
man McHugh because we are running out of time.

Mr. McHuGH. Thank you very much, Jim, and again my thanks
to all of you for being here. It is very frustrating for you, I sus
and certainly for us not to have more time to reaily talk about
these things in depth.

Or2 of the reallﬁraimpressive parts of the testimony today was the
outreach eflorts that some of you are making, because this person-
alizes the attention that women in need get. And I am curious, how
are these programs now funded?

Yes, okay.

Dr. Grure. W< fund ours on volun contributions of both time
and money from the ghysicians in the Department of Pediatrics. It
has no other source of funding.

Mr. McHuGH. And you have three staffers?

Dr. Grurr. Yes. All supported by the voluntary contribution of our
pediatricians.

Mr. McHucgH. Ms. Murphy, how about your program?

Ms. MurpHY. We have kind of a patchwork of funding. Some
from the state government, some foundation funding, and a lot
that is raised by volunteers of the Consortium through their mem-
berships or other ways that we do fundraising; very, very tenuous
thread of funldin%;I

Mr. McHucH. How much does an outreach worker get paid?

Ms. Murpny. Our home visitors get paid anywhere from $15,000
fo §17,000 a year.

Mr. McHUGH. And that is for five days a week, full time?

Ms. MurrHY. Five days a week working in probably the most dif-
ficult situation in the county. There is no question that they go
into the most difficult homes, dangerous situations, and go there

every day.
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Mr. McHucGH. We have a rather perverse situation in our society
when we pa&; the people that do the most valuable work the least.
Sometimes the people who provide the least contribution to society
make the most money.

Dr. Mmixzr. Congressman McHugh, the county-sponsored pro-
grams depend on both state and federal funds to support the out-
reach workers that we support. And one of the things that we ob-
served in a visit at Hartford is that many of the women who enter
outreach worker programs have educational opportunities afforded
to them both on a part-time basis and subsidized basis. And all of
the workers who have left the program in Hartford, Connecticut,
have moved up. They have gone into social work training. They
have gone on to nursing school and hoping the women who are
working in our community have the same opportunities to advance
into a better payw:b

Mr. M;:HUGH. t federal funds, Dr. Miller, are used in your
program?

Dr. MmLer. The county relies on a number, but the Medicaid
program is underwriting some of our workers, and then the Prena-
tal Care Program.

Mr. McHuGH. Yes, Dr. Meyer.

Dr. Mzver. The state is contributing approximately $2 million to
outreach workers around the state. One of the things that I think
would be most helgful would be if Medicaid could pay a specific
rate for an outreach visit. As you know, Medicaid currently pays
rates for medical visits or for visits to a social worker. There is no
rate that is payable for an outreach visit. It has to be incorporated
in the general package of services, but I think a specific rate would
be very helpful.

Mr. McHucs. Well, that gets me back to the really fundamental
question that Jim asked at the beginning, which some of you have
resionded to, but let me give the rest of you an opportunity, if you
wish, to emphasize thgufoint. And that is, how can we at the feder-
al level be most helpful in terms of the problems which you have
all described eloquently. We clearly have the Medicaid program
which has been expanded to some extent to help that outreach. We
have the WIC program which is targeted at this population and
which clearly pays off in terms of the pregnant women and chil-
dren who are served, although we are still only reaching 50 to 60

rcent of the eligibles for WIC, and we have still a long way to go.

ose are two big programs. You have {ust mentioned one, and,
Ms. Billue, you have mentioned one as well.

Are there other suggestions that you want to be sure that you
have us hear before we leave?

_ Ms. Coorkr. I think you have to address some of the issues deal-
ing with physicians. I think the lack of people being trained to
become glgsxcians or nurse practitioners under the Public Health
Service has meant that the costs have risen phenomenally. I say
that having been personally involved. We receive fewer funds to
support people going into medical school; fewer people go for medi-
cine. We have to look at other kinds of people who are extendi

health care, such as the nurse midwife, and nurse practitioners.

think you really have to look at also the impact of cuts in pro-
grams such as ours (family planning) which had a major outreach
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focus. All those people who used to be in the community are now
working only in clinics or are no longer employed. I have to write
another grant to get outreach—I mean, these elements are no
longer a part of Family Planning. The cuts in these programs over
the years, as Dr. Grupe pointed out, most of the things that were in
place in 1979, that were lowering our mortality rates, have been
cut out, and I think many of them have to be put back if we are
going to be able nationally to deal with some of our issues. I think
atlio s:xlgport for medical studies is impertant to look at, among
other .

Mr. McHucH. Yes, go ahead, Mr. Herbek.

Mr. HerBex. As I said earlier, I think the National Health Serv-
ice Corps has got to be expanded for both urban and rural areas. It
has made a significant contribution for many, many years, and it is
at a poir* now where it is making almost no contribution, and that
is a real shame.

The second thing is—— ‘

Mr. McHuGH. Let me interrupt you quickly there. These doctors
who serve from two to four years after medical school, when they
are finished their service, are they not being replaced at this point,
or is there any replacement of these doctors at all?

Mr. Hersek. There has been a replacement frem other National
Health Service Corps positions in the past. Bui last year, my un-
derstanding was, there were over 600 vacancies that were unfilled,
which means that services are having to be cut in community
health centers nationwide because of the vacancies in ghysicians.
That does not count the vacancies in mid level providers which
extend physician medical practices such as nurse practitioners and
phﬁician assistants.

ere have to be more dollars put into that program because in
the end it is costing more dollars to all of us, use we are
having to hire phfysicians from the private sector, which is much
more expensive, if we can get them, or we are having to use re-
cruiting firms which is costing thirty to thirty-five thousand dollars
a shot to get one ghysician with no guarantee. That is one pro-
gram, I think, which has to be exganded.

I think the other one is the 330 funding for community health
centers. It has got to be expanded. That program has not kept up
with inflation since the early 1980s, and it is one of the cheapest
ways to provide quality health care to underserved areas.

e third one is an expansion of school-based health clinics
where you can provide services to people right on site, to the chil-
dren right on site. Parents do not have to take off from work. The
children can ride the school buses and be seen on site at the school
in a much reduced cost to both the parent and to the society at
arge,

nd I think the fourth thing is an increase in coverage for the
working poor. Particularly in rural areas, there are a lot of people
that do not qualify for Medicaid because they are working, but
they also have no sther health insurance.

r. McHucH. Yes, Dr. Gruge.

Dr. Grure. I will be shot my colleagues for suggesting this,
but I think the Public Health Service program is super, but insuffi-
cient. I would love to see a plan that would encourage or require
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that all physicians spend a portion of their career providing what
our ci medical service needs are within this country.

Mr. McHugH. Yes. )

Dr. Mrexz. I would just like to reference the material and child
health and preventive services block grants since it is enabling a
number of preventive programs and to address Mr. Walsh’s earlier
issue of allowing us to implement programs without extensive pro-
gram regiirements.

Mr. McHucH. Yes, Ms. Olmstead.

Ms. OLmsTEAD. I just agree with Dr. Miller, the need for preven-
tive funding. The one t.hn:% that was not mentioned today that I
think is important is that if we could get women to enter pregnan-
cy in the best health status possible, it would certainly make the
job a little bit easier, and we need more programs that can address
the prevention of problems prior to Fmﬁnancy

Dr. MevER. The point has been clearly made today by a number
of people about the importance of the maternal/infant diad, and
yet our insurance stream, our public insurance stream really does
not attend to that well.

As Medicaid has gotten increasingly unbundled from public as-
sistance, significant numbers of people who are above the poverty
level are able to access Medicaid. 1 do not think we have adequate-
ly thought of it as real health insurance %r:gram We require the
same sort of recertification that families have to go through who
are on public assistance, and I understand the need for fiscal con-
trol, but I am concerned if we do not create an entitlement to in-
surance for both the mother and child throughout the period of the
child's infancy, we have lost a great deal of what we could obtain
by that expanded Medicaid.

So, I would like to ask you if you would consider changing Medic-
aid regulations so that once a mother enrolls in Medicaid her
infant is automaticslly eligible for Medicaid, at least through the
first year of that child's life.

Ms. BiLLue. Excuse me.

Mr. McHuGH. Yes.

Ms. Booue. Also, I think there needs to be more community-
based outreach centers. In my area where 1 live at, we have SU
Health Science Center and Syracuse Community Health Center.
And like it has been mentioned, a lot of times when you call, you
are put on a waiting list. If you are a current health center patient,
you can be seen. But if you are a new patient, you have to go on
the waiting list. There needs to be somewhere in the community
that you can tafo to get a prenatal assessment, some time or some-
thing prenatal, vitamins, blood pressure, if you are having pain,
some type of fetal monitoring or something that you can get in the
community, that you do not have to find a baby sitter to walk six
to ten blocks to upstate, or four to five blocks to Community
Health Center.

Syracuse Housing Authority has been workina’ with me ve
heartily in my efforts to reduce infant mortality. We call it 'I‘RHQ.
Tenants Reducivxwxgl Infant Mortality. They have a youth center
where they are willing to give you space to set up these clinics with
a nutritionist or whatever you might need. A lot of high-risk moth-
ers cannot always make it all the way up the hill to the perinatal
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center with three children under the age of three. So, there needs
to be more community-based outreach centers in order to combat
it, or you are just going to have an ongoing load of people who will
not access medical care because they do not have transportation or
whatever, other things they need to get there.

Mr. McHuon. Thank you very much. You have all made some
very constructive suggestions. I would like to be able to say we are
going to go back to Washington this week and make sure they are
all there, but you have certain sensitized us to the nature of the
problem in this community and in the state, and we certainly will
go back even more committed to trying to do what we can to help.

Jim, do you have any last comment you would like to make?

Mr. WarsH. I would like to thank you, Matt, very much. I would
like to thank you very much for coming and being here today and
lending your ear and thoughts to this very serious problem. I would
like to all the panelists for taking time to come in and en-
lighten us and give us some concrete proposals that we can take
back to Washington and work at.

There are a number of bills that are out there that can be
worked on and amended, changed, current structures that can be
gha;:hged and amended that we can have input to. So, I thank you

or that.

I would also like to thank my staff, in particular, Shelia Brown,
a Syracusan, now a Washingtonian, who really put this hearing to-
gether. I am very proud of what Shelia accomplished and all the
rest of the staff. I would like to thank Fred Walker from the GSA
for providing us the room today, and to all of you who came to
show your interest and concern and I hope you as well as I did
learn a great deal today.

Mr. McHucH. And in closing, I would like to express my appre-
ciation again to Jim and his staff. We are here, in part, because the
committee is concerned about this nationally, and, in part, because
Jim has impacted our committee with his view that there is a spe-
cial concern and some special initiatives that have been taken here
in Onondaga County.

This has been a good hearing, not only because of the witnesses
who gave us such a positive contribution, but as Jim has said, there
gre a lot of people in the audience whom I suspect could add te our
educational experience if only we had more time. But we do appre-
ciate and take note of the fact that you are here. That obviously
indicates your own personal concern as well.

Let me again thank all of you for being here. I do and the staff
have to make a dplxme ior Washington. And so we appreciate your
participation and your patience, and the hearing is now adjourned.

[Wher:gi)on, at 11:30 a.m., the select committee was adjourned.]

[Material submitted for inclusion in the record follows:}
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OFFICE OF COMMUNITY SERVICES
AND
SYRACUSE COMMISSION FOR WOMEN
THOMAS G YOUNG. MAYOR

TO: The House of Representatives
Select Committee on Children, Youth and Families

FROM: The S¥Yracuse Commission for Komen
Helen Marcum, Chairperson

DATE: July 16, 19%0

RE: Field Hearing on Infant Mortality

- - - A — TP dn T o T T - o - -

on April 20, 1988, the Health Task Force of the Syracuse Commission
for women convened the first meeting of what was to become a broad-
based infant mortality coalitiorn. In attendance were local health
and human service providers, goverrment officials and hospital
administrators who met to discuss the issue of infant mortality and
to exchange information on how to promote better pregnancy outcomes
for women &..4 children.

Over the following 18 months, the Infant Mortality Coalition
evolved in order to:

a. Alert the public to the issue;

b. Provide a forum for the exchange of information and
promote networking; and

c. Explore strategies to more effectively assist women
who are at risk of poor pragnancy outcomes, and their
children.

The most important contribution made by the Infant Mortality
Coalition was to initiate communication among the service agencies
for the purpose of providing coordination among the many providers
who work with high-risk women.

In June, 1989, a team of Syracuse University graduate students,
under the direction of the syracuse Commission for women, conducted
an alite opinion survey ©of Kkey individuals in health and human
services agencies. The Infant Mortality Opinion Survey report, a
copy of which is attached to this menc, is the result of nearly 100
face-to~-face interviews conducted by the graduate students. Since
the findings represented in the report were opinion-based, the

217 MONTGOMERY STREET « SYRACUSE, NEW YORK t3202 (315} 473-3240 ¢ 2750
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interview group did not nmake specific policy recommendations.
However, several barriers to care were identified by the group:

a. FINANCIAL; women cannot afford prenatal care.

b. i vomen may lack knowledge of the importance
of prenatal and postnatal care. This is particularly
the case with pregnant and parenting teens.

Ce ¢t including lack of transportation,
inconvenient location of services, and lack of child care
for other children.

d. INSTI 1+ overbooking of clinics, lack of
continuity of care, lack of coordination of services and
lack of sansitivity on the part of providers.

e, %&gzm; poor motivation, lack of social supports,
strust of health care providers.

Much has been stimulated in the community in part, by the
leadership role of the Infant Mortality Coalition. We commend
onondaga County for the development of a comprehensive plan to
deliver and track services to at-risk women.

Current efforts of the Syracuse Commission for Women include a
public education campaign to be conducted with the Junior League
of Syracuse in cooperation with Blue Cross/Blue Shield and Onondaga
County. The Infant Nortality Public Bducation Conmittes will
develop and implement a plan to bring health information to the at-
risk population. We will pay particular attention to developing
materials and strategies which are sensitive to che issues of race,
ethnicity, language and educational 1level of the target
populations.

In addition, we will continue to explore ways in which the syracuse
Commission for Women can assist in addressing other problems which
have an effect on the health of women and children, especially
those most at risk. Qur mentoring program which links at-risk teens
from Fowler and Henninger High Schools with successful role models
hag beean highly regarded as a maans to prevent teen praghancy. An
expansion of this program to include all high schools »nd middle
schools would help make an impact on the infant mortality rate by
preventing ini-ial or repeat pregnancies among teens.

The solutions to the problam of infant mortality will not be easy
to achieve but we will continue to contribute our expertise.

[Complete Infant Mortality Opinion: Survey is retained in commit-
tee files.]
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EXECUTIVE SUMMNARY

PRODLEN

The infant mortality rate for Syracuse-Onondaga County ia
17.8 deaths per 1000 births. This is significantly higher than
the national aversge of 10 deaths per 1000 births. These deaths
have been attributed to peor prenatal and postnatal care. This
ressarch project sought to draw out the perceptions of various
professionals involved in the delivery of health care as to the
causes of the high infant wortality rate, related available
serviceas, barriers to care, identification of high risk groups,
the role of the physician, and recomsendations. The following is
a brief overview of the resulta of this research.

FINDINGS

The identified causes of infant mortality were lack of
prenatal care and poor nutrition. This oftes results in low
birth weight babies which is a strong determinant of infant
mortality. Other contributing factors were subatance abuse,
smoking, and inadequate Postnatal care.

The professionals identified three high risk groups:
tesnagers, blacks, and substance abusers. This was sttributed to
the steady increase of teenage pregnancies and the lower
socioeconomic level of black families.

Several barriers to care were identified by the intervievees
and broken down into five categories: financial, educationsl.
physical, institutional, and psychological. The reported
tinancial barriers relate to the fact that women cannot afford
prenatal care. Women who are insured ssy not even be covered for
prenatal care, which is considered preventiv. care. ‘The
education barrier pertains to women who lack :he knowledge of the
importance of prenstal and postnatal care. This is particularly
true of teenagers bawving babies. Physical barriers reported
include lack of transportation, poor location of services, and
lack of chiMd care for other children. Institutional barriers
mentioned were overbooking of clinics, lack of continuity of
care, lack of coordination, and lack of sensitive gatekeepers and
providers. Psychological barriers include lack of motivation,
lack of social supports, and mistrust of health care providers.

when addressing Syracuse's high rate of infant mortality as
coapared to comparable cities, many professionals expressed
disbelief in the compiling of the statistics. Many believed the
statistics were skewed due to the definitien of Syracuse and the
fact that Syracuse i> the center for treatment of high risk
pregnant women. Other interviews cited high uneaployment Tates,
political conservetis®, and lack of program advertisesent.
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When asked to address the issue of race in relaticn to
infant mortality, interviewees'’ parceived differences in
linguistic snd cultural barriers, high fertility rates, genetic
traits, lack of extended family and lower income as the causes of
a higher black i{nfant mortality rate.

The role of pPrivate phreicians in treating Medicaid patients
is believed to be constrained due to low and alow reimbursesent
rates. snd overloading, rigid papefwork. OQutside of bureaucratic
problems, attributes of VNedicaid patients themselves were
tdentified, such as the tendency for missing appointments and not
following treatment regimens, which increases the likelihood of
complications.

The last issue identified was services for "the working
poor”, those who aren't eligible for Nedicaid and cannot affard
health insurance. The overwhelming response to this was to lowep
the eligibility requirements for Medicald so more people would
qualify. Others recoasended a universal health insurance plan to
be run on a sliding scale bamis.

Interviewees alsc sade many suggestions for improving the
health care delivery system including a return to the community
health concepPt; an after-hours private physician volunteer
clinie; increased numbders of public health nurses; inecreased and
.earlier family and sex education; and a publicity caapaign to
target the most st-risk population.

RECONNENDATIONS

Since the findings presented in this report are opinten
based, there is no factual basis for the i{nterview group to make
palicy recosaendations. Howevsr, one substantiated fact which did
energe through the interview process was the lack of knowledge on
the part of service providers about all of the svailable pre- and
post-natal services. Therefore, it i recommended that
informatioa about all aveileble prefatsl and postaatal care
prograné be coordisated thteugh e single person whe would be
responsible for keepiag sll city and county employees avare of
additions er changes te existing prograas.
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July 9, 1990

Honorable James T. Walsh, Congressman
1269 Federal Building
Syracuse, NY 11260

Near Congrasssan wWalshs

On behalf of the volunteers and staff of the North Central New
York Chapter of the Narch of Dimes B8irth Defecte Foundation, I
wish to convaeyY to you and membhers of the aeclect committee the
seriousnama of tha infant mortality problem in our Chapter
area. We are s0o happy to have the field hearing "Ensuring
Healthy Babies in UpPtate New York: Prosaing Problems,
Promising Strategias™ in Syrecuesas.

At can be sesan by¥ suPperting documents, all counties but one in
our nine county chapter area hava an infant mortelity rete well
above the Surgeon General's goal of 9 per !,000 live births.
Iindesd, in three counties the rete iz almocast double, based on
1997 fiqures. Within the city of Syracuse, the largest city in
our Chapter aresa, that figure scars to 17.8% per thousend
largely d0 to the horrendous rate of 10 par thouaand amongst
tha black population in that city,.

Wwithin our Chapter, the March of Dimes supports our Natianal
initiative of the Carpaign For Healthier Babies &¢ a way of
hetter attaining our goal to improve tha heaslth of America's
babies by preventing birth defects and related conditions such

i as low birth weight. Through this Campaign, we are focusing
ocur education, advocacy and compunity eervices eflorts in each
of our target arsas based »n direct needs within that area.
Our intention {8 to assast those commupitieg in reeching the
Surgeon General's Jocals by:

1. Reducing the rate of infant mortality
2. Raducin. the low birthweight rate
e 3. Increasinq the rate of early entry into prenatal
Tare.

We feel that March of Dimea is a leader in meternel and child

Serveng Cavigh MIKATE: JeHersan 1 owe, Mackson Ongeta Ononciaga Oseea 3 St Laweence Caunine
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heslth isasuas and will ba svan mora effactive in reaching our
qoels through tha Campaidn For Healthier Babies activities
(see enclosureal.

We caas not, however, accomplish the task gt hand alone. WNe
must Mave the support and working partnership of all components
of our society includind cOrporate, governament, education
political, health care end pastoral segaenta. We need
governmental support on bota a statewide and national basis to
see that families will be able to Acces® early prenatal care.
This can bhe accomplished by removing ruch barriers as financial
{inadequate or no health insurance), lack of providers, lack of
affordable transportion, and lack of adequate child care
facilities. The growing L{ssue of substance abuse must also be
addresved, with more educatian programs becoming svailable, as
vall as & better means of indentifying at-risk babjes and
caring for them after birthe.

We urqge the committee’s commitment and support of this problem.
Sincarel
R
p' . W
Philip Vennergo, Chairman

Executive Committee
Noxrth Central New York Chapler

ess: Georga Miller
2,8, House of Repressentativas
Select Committee on Children, Youth and foailies

PV/3p

[Materials from the Campaign For Healthier Babies is retained in

committee files:)
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PrEp/ gD STATEMENT OF JULIR A. Fracx, Dmacros, Curpaen's CoMMUNITY Sexvices,
Bruz Cross anp Brux Sumxrn or CeNvRAL New Yorx, Syracuse, NY

Since our founding ovar 50 years ago, Blue Croms and Blue Shield
of Central New York has met the health care needs of its

subscribers in our 10-county service area.

Evan though the health care issues today are more complex and
challenging than they vere 50 yaars ago, our commitment 0 serve

the health care needs of Central New Yorker's remains unchanged.

Liks most membe: ~ of the community, Blue Croms and Blue Shield of
Central New York is very concerned about the alarming rate of
infant mortality casas in Onondaga County and the city of
Syracuse. Our concaxn over this serious community health problam
has caused us to develop an infant mortality education/avareness
program for pregnant women in Central New York. This program,
called Caring for Tomorrow's Children, includes a series of
public service announcements (PSAs) for television, radio,
hewspaper, transit and cutdcor advertising mediums devaloped and
produced by Blue Cross and Blue Shield of Central New York.

our goal is to have all babies born healthy in Central New York.
To this end, ocur role is to help organize the community to becoma
involved in encouraging pregnant women to seek early and reqular

prenatal care.
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Babies born with drug addictions and/or AIDS compound the
challengas of cur program. Blue Croas and Blue sShield of Central
New York is devoting a ‘arge portion of our Caring for Tomorrow's
Children program to education. We hope that, through education,
vosan will be motivatsd to engage in healthy lifestyles during
pregnancy. Our multi-media PSA campaign warns women about the
dangars of using drugs, alcohol and not seseking early pranatal
care. We plan te bogin running these messages in onondaga County
by the and of July.

The Caring for Tomorrow's Children program exists because, as the
old adage goea, ™An ounce of pr'voﬁtxan is vorth a pound of
cura.® For example, it has been shown that an investmant of as
little as $500 in prenatal care can prevent a "problem birth®
costing as much as §$500,000 in high-tech necnatal unit services.

Every time a pregnant voman sseks cut and raceives prenatal care
and gives birth to a healthy baby, medical costs hava been
averted. Healthy babies do not require expensive care in a
hospital's neonatal unit. They also have a better chance of
growing up to be productive members of the community than do
their low birth weight counterparts, who begin their lives at a
disadvantage. Adequate prenatal care and a healthy pregnancy can
mean the difference for a child batwveen a normal healthy life and
a life filled with physical and mental) burdens.

17
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Blue Cross and Bli . snield's concerns for children is nothing
new. Nationwide, Blue Cross and Blue Shield Plans provide
prepaid health benefits to 21 million childran. Locally, ve have
sponsored The Caring Program for Children Foundation which
provides free primary and preventive outpatiaent health care
coverags to eligible uninsured children in our 10~county service
arsa. Recently, we celebrated the enrollment of the 1,000™
child in the Caring Program, which began in April 1989.

Blue Cross and Blue Shield knows that it's Caring for Tomorrow's
Children program is not the curs-all for the infant mortality
problem. But, it {s a start to help gat the message to pregnant

wonen to change their lifestyles and seek prenatal care,

- *
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TIOGA COUNTY MEALTM DEPARTMENT

23t Main Streer ¢ Owego, New York 13827 * (607)687-062)

et {, &
(omissiowr

oeltn duly 1), 190 (AP 1543.2335

To: Coagressmsn James Weleh
Subject: PCAP Educaticaal Tunding Bequireaencs

The Tioge Coumty Nealch Deparcmsss Bas comducted tce PCAP Program
ainca July 1966; with cliest lead approxfmarely deubling sach yesr.
The burdea af pédtcienal ssaffing 1o falllng co the pravider agensy;

I8 sur cess, a covaty haalth deparcaeat slready suffering reducad
TAVOaNe .

The progros ia gotal and the mumber of clients has grewm wichewt
fuading proviaiom fer srtendant sraff growth and sducatiensl meeda.

Plesae comstder the folloxing:

A. Ve have staffing requirements to seet adequata cewasel aad
teaching meade for ewr rural high-risk pepulstion; vhe ofcen havs
sultiple prycha-pecial, ecensmic. and aducationsl limitetisms.

B. During tha PCAP gramt peried, Previsien vas made for staff sealartss
o0 weil 00 for sutteach And educacism peaitiess. 1 eur view, thie

sducactons) Tuniing Dea wer kept pace with che clisat load and
tuforantion needs.

© A prefesetosal scaff seeds ta kagp currest with ceshaolegicat
changss relaced te higheriok preguescy care. Coestraince arve
inpessd oa prefesstonsls vhe suet 2w poy for contisuing sdwcatisn
sut of thetr ewm peckecs witheut mmeicipated refsburpemtat for
trawal, mscertels. etc.

D, 1Im 1589, greet 4ollers ssevated t6 §500.00 fer professieasl sdncation
axpenses. Ia light of ceatinuing demend placed on cur mgescy, this
is 2 small amewnt.

E. Tioge County's curremc aterting salery of $£19,143 for 2 M {a the
levest fa the 13 county Syracuss regiom.

Wtle vo centinve o strive for quality care to our presatel clieste.
for the abeve ressons, it 10 tacressingly €ifficulty te provide
sdaquete ond comprobensiva care.

$iasarely yours,
Marsio Akl
Nezcia K. Qleatck
PCAP FPregram Adatniscrator
i3t
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COUNTY OF QRONDACA

Oflee of the Coundy Crecative

Necvocas } Prac KON N ALROY CIVC CUNTRR Eowans Kacwsan

Cowwerr Exacerme SYRACUSE. NEW YORK 11203 TRRITY CRANTY RIICUTY v

Jam A, s [Lannd L4 Karwars H. Ruscirre
TRUACOIIN 311400000 ADNATETIATOR MUMAN BRVIES

wWelcoms and Comments to the House Select Committee
on Children and Families

County Executive Nicholas J. Pirro
July 16, 1990

Cn behalf of the residents of Onondaga County I would like to welcome
the distinguighed membars of the House Select committee on Children
and Families.

TWo years ago this community made Children's Services a priority. We
enhanced our child preventive and protective services, and began to
look at our escalating infant mortality rates.

Today I am plesased to say we have put an action plan in place that is
addressing these peads.

1) An Access to Care Tean, headed by the County Administrator for
Human Sexvices, the Health and Socisl Services Cownissioners
meats waekly to monitor the plan‘*s progress.

2) Fifteen community outreach workers are trained, and working in
the field to ensure high risk women are getting the health and
social supports they need. Some of these workers are stationed
right in the clinic you visited this morning.

3} Special teams of public health nurses, social workers and
cutreach staff are available to take referrals and provide
fellow-up for all high risk pregnancies.

4) All maternal and child health care services are being carefully
exanined to enhance coordination. The Health Department is
offering an integrated family clinic that includes a full range
of services to wahen and children.

S} Onondaga CountyY is designing an Access Cgnter to provide
computerized tracking of clients, entitlements and coordinatien
of care. This Center will ensure that high risk pregnant women
receive all the services that are necessary to conclude a healthy
pregnancy. In addition the Centar will track follow-up services
for pediatric care.
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In addition to these efforts a complete review iz being made of avery
death of an infant to learn what other services may be needed.

Clearly as the level of governmant charged with providing human
services, we must provide leadarship in developing soluticas oo a
local level. Even wmore importantly we need the Droadest support
oesible to maintain these important services. We encoursge the
fedaral government to axplore the current crisis in WIC and Medicaid
PTOgrams .

RBither we invest in early prenstal care or we risk the price of
premature births, birth dsfects, low birth weights or infant deaths.

Onondaga County is proud of this community’'s sfforts. We have much
more do to and we thank the Committee, in particular Congressman
.:rmsuwanh. for attention to the national prablem of infant
mortality.
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IAMES V, FEUSS, P.E. BOARD OF HEALTH
Cortland County Dirwver of Pubdic Haskth T. L Jassbn, MO, Pasier
Health Department  oaerr 1. corey. mo. rig Jrey vor-d g
CENTRAL AVENUE Deputy Commissionsr Johw K, Bk, MDY,
® P.o‘mh Adabical Direcior I.Pdm&“&.
CORTLAND, NEW YORK 130455390 V. NELLIE DIMON m“"'"g&"u.'—m.- ol
TELEPHONE 807-758 - 5341 Swrviary, Resrd of Heslth Mee P. Wikn

July 13, 1830

FRON: Sarah A. Waller, Coordinator m«)
T0: HONORABLE JAMKS WALSH PECP/PCAP

The Cortland County Prenatal Cars Asaistancs Progras setveas approximately
40% of all woman recsiving prenatal cars in Cortland County. Of these numbara,
308 are undar the age of 21 yaars. Beginning 01/01/90 PCAF and Nedicaid mergad
providing expanded services for sligidla womsn. Unfortunately sarly and continuous
prenatal care is now lesa accamsable for tha under 21 yaer old populaca. Thass
are barriers that we perceiva.
1. There to & long time frame for determining Medicaid eligibdilicy.
Once pregnancy ia establishad, the client is saen at FPCAP usually
within two weeks. The client may have to wait 2~4 weaks for a
Nedicaid {antervisw. Docusentation fe: landlord statamants, housshold
composition forms, etc, - ia difffcult to provida for the mobile
clien". Aftar all the documenta are provided, Mediceid approval takes
& minimum of 30 days. Tharefore. the pregnant tean BAY D0 seen at the
Doctors office July 1 and the phyaiclan will not see the client sgain
until she hae & valid Medicaid card. which is not cbtainable until
September or October.
The procsss i3 compounded by the fact our PCAP deala with 8 counties
and sach Department of Social Services variss as to for whom we may
do a “"presumptive sligibilicy"™.
2. If a pregnant wvoman under the age 21 applies for Madicaid, the Deparcmant
of Social Services petitiion® her parenta to Court for support. Thia
sccure whather or not she ia married. The woman may elect to apply for

the unborn only, however the undorn s oot eligible for the sxpanded
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Nedicaid program.

Appellate courts very froa roltoQ to region., Our divieton requires the
fathar of the bdady (1f sot martied to the mother before confinement)

to reimburse to the county all medical coste assoctated with the
pregaancy. In othar divisicos, f.e. Steuban County, only the nureery
costs for the nawborn sust b retmbursed. A standard policy should

be develcped for tha Stata. Thera should be nmo differentiacion

betwesn the married and unmarried parents. Why not dase eligibilicy
strictly on income! We have ssen & * mber of young peopls marry

simply to avoid paybsck.

If a client hae Mediceid coverage and applies for Public Astistance, her
Nedicaid stope. It fs assumed the Public Assistssce cass worker will go
dack to the Medicaid expiration date: but thie doss not always occur and
thera is a break in coverage during which tima prematal servicss are

provided and are not reimbdursad.

ERIC

Aruitoxt provided by Eic:

AE OUR RECCONNEMDATION THAT:

1. Allow FCAP to do & presuative eligibility on all pregnant wowen.
ragirdless as to thefir age.

2. A Waiver to exampt a1l pregnant under 21 yesrs old women from the
parsat&l support procsss.

3. Appellate Courta should be the same regarding paternity issuas.
Bass reimburssmant on income of the father and 1fmit the charges
to Ruraecy costs.

4. Ooce a pregnant woman ix decarmined sligible for Madicaid do

cot allow a lapse in coverage if she applies for Public Assistance.

185
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HEALTH SYSTEMS AGENCY
OF NORTHEASTERN NEW YORK, INC.
PING WEST PLATA » WASHINGTON AVENLE EXRNSON
ALIANY, NEW YORK 12208 o FLEPHONE ($18) 402-3300

FAX (345} 482.5043

RECEIVED
1690

Jn Waish
July 16, 1990 O se Ofke

tHonorable James Walsh

1267 Federal Building

100 South Clinton Street
Syrscuse, New York 13260-0188

Dear Congressman Walsh:

Thank you for the opportunity to offer testimony on issues relative to the
delivery of prenatal and perinatal services 1n Northeastern New York State, As a
health plaaning agency with grassroots itnput from 17 counties, the Health
Systems Agency of Rortheastern New York has fdentified severs! critical perina-
tal issues, and we sre offering several suggestions for improvement in access to
and svailadility of services. | hope the attiched comments are useful to you in
developing your legislative agends.

Yery tryly yours,
Z’ - M’N
/

Bruce R. Stanley
Executive Director

Enclosure

cc: Donng Castean
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PRreraRED STaATEMENT OF Bruce R. Sranixy, Expcurive HrarLTa SvereMe
Aaxncy or NoatuzasterN, NY, INC. ALaNyY,

By the Health Syttems Agency of Northeastern Mex. York, Iss.
July 16, 1S%0

The Health Systems Agency of Northeastern New York s part of a ststewide system

of private not-for-proftt health plasning fes established under Mew York *
State law. We are charged with the responsibility of plasntng for health ser-

vices tn a 17-county region, fmplementing health systems plans and reviewing

applications for new and expanded health services,

Northeastern New York is a primartly rural 17-county region consisting of Jargely
urban Aldany County and 18 rural counties, Shortages in the availabiiity of
primary care services in general and perinatel services fn particular in the
regfon are evidenced by the destgnation of 25 federal Health Manpower Shortage
Areas and 44 New York State Regents Shortage Areas within Northeastern New York.

The Health Systess Agency of Northeastern New York has employed severs! methods
to identify and further deftne barrfers to access to prisary care and perinatal

services. In 1986 the Agency developed The Northeastern New York Regtonal Plan
for Primsry and Preventive Health Care Service, which included m'.?‘ T
omnertdat Tons 'T'c_

ne N 3]
QENeTal and area specitic rec ons Tor change, In 1989, the Suberes
Advisory Councils of the Nealth Systems Agency of Northeastern New York spon-
sored four Rural Nealth Issues Forues in rural locations, A number of primary
care and perinatal tssues were fdentified and several soluttons proyosed. In
addition, staff of the Health Systems A?tncy prepared, on a contract basis,
etght Community Health Assessments for individual counties in satisfaction of
the requirements of Article 6 New York State's of Public Health Law.
A number of primary care and pertnatal peoblems wers fdentified and recommen-
dations for solution set forth {n these documents, Listed below are severa!
tssues tdentified through these processes and spacific recommendations for
addressing these concerns,

ISSUES:

1. tack of avaflability of primary and perinatal care providers in ruras}
areas.

Private practice physictans are freguently reluctant to settle tn ryrsd
sreas where the poputation base is insufficient to generate &n adequate
tncome. In addition, reduced avatlability of peer support, conttnuing
medical education opportunities for spouses further contribute to
difficulty in recruiting and retatning famtly practittoners and
cbstetricians in rural areas, Further, low Medicaid rates for primery
care providers coupled with proposed burdensome Medicatd cost contalinment
megsures and Mgh malpractice rates restric! access to prisary care by
reducing the sbility or willingness of some unregulated providers

to care for patients. This ts of particular concern in rural areas where
primary care providers are already in short supply.

71l.2
D2rh/90
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Throughout Northeastern New York shortages of comsunity health nurses,
nurse midwives, nurse practitioners, phystctan asststants and other
health professionals are reported.

Inadequate funding mechantisas for public health services.

In undeveloped aress with low popultation density, popu:stion-based
public health funding such as state Article § funding snd local property
tax-based funding of local health departments often result tn under-
funding of preventive health care servies to residents in greatest need.
Scarce public health staff are often allocated toward services such as
howme health which have more secure sources of reimbursement,

Difficulty of networking in rural areas.

In rural sreas large geographic distances between communities and
geographic darriers serve as additional obsiacles to networking and
coordination amang health providers and limit effictent and effective
use of scarce financial, personnel and administrative resources,

RECOMMENDAT JONS :

Offer additional incentives for prusary care and perinatal service
provision in rural areas.

*Structure loan forgiveness and other health personnel recruitment and
retentfon incentives to allow mid-level practitiomers such as nurse
midwives, communtity health nurses, phystcian assistants and nurse
practitioners to recefve Joan forgiveness and satisfy service
cbligations by locating in medically underserved areas.

*Provide financial tacentives to fnstitutions of higher lesrning to
establish restdency/preceptor programs in rural areas.

*Enrich Medicatd refmbursement for practitiomers located in underserved
areas,
Improve funding mechanism for public health services in sparsely
populated rural areas.
*Make available supplemental funding to low population censity countries

with poor health status indicators to establish or expand public health
services.
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*Continue inittatives to coordinate health education and §11ness
preventicn activittes of schood districts, county Mealth untts snd
volunteer health and heslth education organizations, Support
demonstration efforts to provide pubdlic health services in schools and
conduct evaluations of model programs with results disseminated widely.

3. Support local level effocts at rural networking intended to overcome
barriers to the deviopment of a full continyum of services caused by
Tow population density and large geograghic distances hetwsen providers.

*provide finsncial incenttves for phnnm? and {mplementation of rural
heatth partnerships with considergtion glven to consortta of two of
mare providers propostag to develop perinatal services is underserved
areas. Evaluate damona’*ation projects and dissewminate results to al)
health care providers ang interested community organizations,

Ti1-4
D-2rh/90
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Przranzp StarzuenT oF Ka™aviens Swxa, MSW., Ressaxcs Seaciarssr SUNY
H&mmmmm&sm.m

Xy neme is Kathylens $iska. I am @ vesearch specialiet with Peaily
¢ Nedicine, SUNY-Nealth Science Center, Clinical Cempus. Jocsted ia Binghamcon,
New York. I would 1ike to thank the committee for tbetrmcnm:hmﬁth
high infsat mortality races experieaced in Upetace New York.

The South Central regfon of upstate New York Nas experienced {nfact
mortalicy rates reaging uo to 18.8 for a six county sree during the period
1966 to 1988. There are sacy reascns for this high rate of tnfeat mortality.
T would like co address the lack of service providers for precatal and
pedistric care in this lacgely rural ares and recommend that the federal
government offer:

(1) cuttion assistance for medical students who choose primery care

specisities (Pemily Practice, Pediscrice sod Internal Medicine),

(2) & permsnsat commitaent to fund fnitiatives such ss the Rural Nedicsl

Bducation Progrem.

(3) fncentives to schools of nursing to Provide midwifery programs.
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The South Central region of upatats Naw York {s uadersesved by
practically every type of heslth care professionsl. There sre not enough
availsble physicians. nurses. dentists sad other health care professionals to
srovide care to the largely rursl population.

Nore than s half millica people live {n cthe upstate counties of Broome.
Chenango, Cortland, pelsware, Tiogs and Tompkins counties. Approximately 20-
3% of that population base lives in close proxim{ty to an urban ares
(Bioghamton). The rest of the populstion lives in small towns end rucsl atess
vhich are 1/2 hour to 2 1/2 hours from Binghsstoa of Syracuse.

These counties are geographically lsrge. Delawere County alone is the
size of Riode Tsland. Although these aress might not Sualify ss underserved
areas. health care services are concentrated around Binghamton and Ithaca.

The rural population has limited access to the heslth care services.
especially the pPrenstal and well-baby visits which can reduce infant
morcaliey.

Although the infant mortality rates in these counties is less thon the
current rate in Onoodags County and Syracuse, the problem is more pervasive as
the South Cencral axes does not have essily identified "pockets™ of high
rates. Thiz seans that targeted progréds will not significencly change che
infant mortality rates for chis area.

The high rates :n Onoadags County may be refiective of poverty. lsck of
fousurasce or inability to access providers: che high infant morvalicy race in
the South Central ares of New York adds the problem of a jack of providers in
rursl aress. Even a program of universal coverage for prenatsl cure sod care
for thu firet two years of a child's 1life will net impact this rural ares dye

to che difficulties of getting to providers. If & woman lives in the northern
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regioas of Tompkins or Delsware County, that womal Des to trevel aa aversge of
1 1/2 to 2 bours coe Wy To get to a Provider.

Nore needs to be dons to eatica health care providers to locste in these
rursl aress. This can be sccomplished by offering tuition sssistance to
sedicsl students who eater primexy care residencies (Family Prsctice,
Pedisrrices and Internal Nedicine) and by expsnding finsacing of inftistives
such o5 the Rural Nedfcine Educatioa Frogram developed by SUNY-Sealth Science
Ceater to place medical students in rural areas.

It fe estimated By the Amevicea Academy of Pamily Practice that 25% of
sach class gradgating from sedical school needs to enter femily prac ¢
residencias to meet the desand for primary care services. The natfonsl
aversge for the past aight years has shown a gradually but steedy decline of
sraduacing studeqts encering family practice residencies from 12.8% to 10.5%
in 1990, In Naw York State, the record is even more dismel. The sversse for
the past eight years for Dowustate Schools is 3.5% and for Dpstats schools

9.3% of medical school graduates choosing & career in family practice.

The Clinical Campus of SUNY-Nealth Science Center was created TO address
the need for more Primery care physicisos. The Clinical Cam.us it a bdranch
campus of the College of Nedicine of the SUNY-Nealth Science Center at
Syracuss. The Clinfcal Campus was sstablished not oaly to sliow for
significant and cosc-effective expansion in the nusder of physicians
sraduating. but also to provide medical education which espbssises primery
care. As & commuaity-besed program. the Clinical Campus medicsl educatiocn
program is cooducted in a veriety of bealth facilities in the Southern Tier of
¥ew York State and Northern T{er of Pennsyivania. Bospital affilistes tnclude
thres genersl hospitals. a state psychistric Bospital, & state developmental
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canter and & Vetersa's Adminiscratioa Center. The community health agencies.
clinics. and privete doctors' offices used in the teaching progras are spread
over & five~couaty area,

The faculty of the Clintcal Campue {» regicnalized ratber than ceatrally
Jocated and numbers over 00 individual physicisas sad health professionsls.
About 120 of the faculty are paid on & part-time basts to teach, with the
remsining 200 contributing to the academic program voluntarily. The faculry
is psrt of cthe lsrser faculty organizacioa of the College of Nedicine/stwY-
Heslth Science Centar at Syracuse.

Specifically. the emphasts of the Clinfcal Campus is & geeral and
prisacy care orientation featuring ambe atory teaching as well as inpacient
tostruccion. The eotire third yesr curr{culum wes developed by the Clinical
Campus foculey with the guidance of the Ciinical Cempus Desn and his steff and
the approval of SUNY Syracuse Department chaitwen. The curriculum includes
far more esphazis and experience in asbulatory care settings than traditivnal
models. The bospital clerkslipe gre dooe at local community bhospitals which
are affilfated with SUNY-Meaith Science Canter. '

Third yesr Clinical Campus students sre required to percicipate in a
longitudine]l course called Continuity of Cars. which is developed and
conducead primerily by family physiciaas. The Contiouity of Care course
contains elements of doth a clerkship and & preceptorship. ALl Clinicsl
Campus studeate parcicipate 1/2 day per week throughout the third Year in an
sssigned primary care physician‘s office as well as participating in
structured prissry care vesching sctivicies. In approximately 80% of prinery
cere sites the preceptors are family practice physicisns snd the remsinder are

general igcernists.

Lo
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From 1981 to 1988, & total of 324 medical studeats graduatad from the
Clinicel Campus. Nore thes cne ia five graduates of Bioghaston Clinical
Campus for the period 1991-19%9 chose a residency i family prectice (21.1X,
0860). Althowsh there are varisticas across the study pertod. the Climtcal
Compus shows 2 comsisceatly grester proportion of medical stuéeats who chooss
& residency ia family ’r;ettoc.

Appronimately cae-third of each class is placed in preceptorships wbich
inciude obetetrical services. Throughout the sing moathe that deta wes
collectad in 198$-1990, chese 13 students performed 181 premstal exams wich
their precepcors. An expasaton of preceptorships which include obstetrics
will {ncrease the medical students &xperience with prenstal care in rural
sceas.

Of the more than 13,900 patient escounters recorded for the class, 18.2%
were pudiatric vizits. Noxe thea half of the preceptorships are located in
rural sress with hish rates of infant moctalicy.

Tuition incescives for medical students will increase the acceptance
rate for this noa-traditiooal curriculum which ssphasisas primary care
specialcies and produces a sigmificaatly greater namber of fasily
Practicicners than the more traditional medtcal school currticulus.

Another inftiative which SUNY-Nealth goience Center Mas uadertaken in
the last two years is the Rural Medfcal Educaticn Frogram (KNED). The
Pepertaent of Family Nedicise places s small mumber of third year medical
students ia rural commnicies full-time for nine moaths to work snd leam with
board certified family practice physicians. Students who elect this prograe

live in the rural comsunity sod then recurn to the main campus to complete
their fourch year.

194
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The stated goals of chis progras fnclude flaxidility to mest the needs
of students isterested in primary care in s sca-wrbea sqtting, strengthen ties
with rural physiciane sad Dospitals éa Ceatral New York, belp rural
commmities retair and recruit physicisns, sod develop & rursl network for
more effective patimat care. The studeat is edls to develop & loss term
relationship with & preceptor whitle baing immersed in the delivery of primery
Death care to a rural area.

To date cthres studencs have bees placed in Northars and Cantral New
York: Cantoa-Potedss. Bamiiton-fherburne-Watexville, sad Dewego. AR
sdfitional eight students will De placed in Pebruary/Narch of 1991, Four
aress have expresssd ap interest in the program: Nesseas, lowville. Cortland
sad Watkins Glen. Ihe program will expand also into comsumities of Alexsadria
by, Avdurn, Densville. Mslone. Rome. Sarsqsc Lake, Trumeasburs snd Watertown.
Nany of these aress sre ia & near federsl and/or state desigoated physician
shortage aress.

These commumities aust provide s finsnciel sssistance package to
studests of approximetely $13.000 per site per yesr as scholarship funds,
bousing. textbook purchases. computer support and relocation aXpenses. This
SUPPOrt requires mo post-trafniog cosmitment om the part of the student.

Documetted Potient record from the,two students who have completed tha
progras indicate that the students had over 1,000 patient sacomters. After
the first ikt weeks of the progrem, the students were diseotly responsible
for patient csre during more than #0X of their petimt contacts. An sverage
of 18% of the perimt encounters were pediatric aad 12% were odstetrical.

A permanent finsnciel dess sad tuitfon support can incresse the pool of
svailadle placemeats to accommodate students who aight be focterested in
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practicing in rurel sress.

The South Central ares of upetate Fev York experiences spproximecely
7.000 birehs ancmally. Approximately 30% of these Dirtls arw from Chenengo
sad Delswere Covaties. Chenango County does not have aay prenatal services
eveilable vithia the county. Delavere Couaty, the geograghic sise of Khode
Teland. has & visiting prenstel clinic scaffed by surse sidwives. 3a order TO
9Mmmwelnhmlwmhum. ths federsl
aovernment peeds te supporc new faitistives. One exsaple o to meke &
commitment to muree midwifery, backed up by finencial loceatives to schoole €O
develop midwifery programs, Tuition assistance to {iodividuals iocerested in
this extended professionsl progras will help to expsnd the aveilabilicy of
prasatal care in thees rural areas.

To summarise. the causes of {nfaat mortality sre many sod varied. lack
of insurance, poverty. limited praveutive beslth care, inadequate sucricion
and sbuse and peglect are contributors to bigh infant mortality retes.
Bowever, eves if these problems wers magicslly soived, the prodles of high
infant mortality retes in $outh Central Wew York will sot be allsviated, ss
chare are simply sot enough providers to cere for the rurel populacica. The
federal sovernsent neads to provide incestives for rursl practice in the form
of tuitioa assistance, program development sod semmsaest funding of
isitistives which increase rursl provisioa of presstal snd pedistric care.

Respectfully subsitted.

ST
Clisical Cempus
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PrePARED STATEMENT OF KATHLEEN Praxing, RN.C., M.A. HearL™i EpucarTor,
Facurry, WiLsoN FaMirLy Pracrice Resipency Proorax

BT L B
SREATION SR uﬁm b oATE
Kathleen Perking, R.N., MA, Cortified Coamunity Health Nurse,

Healith Bducator for Johnean City Fasily Care Conter
Faculty, Wilgon Family Medicine Reeidency Progras

Sroome County had an Infant Mortality Rate in the range
at 7.2 % 0 13.0 % frea 1Y to 1NG. It 8 a cancarn for
haslth sducators thet two cansus tracts in Jebnwan City, one
which contains the Jenhson City Health Care Canter hae the
NMghast INR in Brooes County. Accurate statistics for 1999
are nat yet avatlable, however Bracas County Mesalth
Departaent estisates that parcentage s decreassd saosawhat
since then

Although this 9 encouraging, me sust lomk at ways our
social, sconamic, and haslth care sywtam can keep this trend
from revereing itsslf once again. Soae of the problees noted
that relate to a high INR ares

thaata :-Lg « Preratal women and/or infants
are oftan victias of, or besieged by paverty, piweical
violence, vertel shuae, saxual abusg, inadequats health and
dental care, inadequate food and housing, lack of child care,
and drug ar alcohol abuse.

LEOSUARE harriar. Many women of foreign extraction are
mx:‘ to understand physician instructicans or health
aducation.

Insapyenisnt assaintamnts. Often the life-etylea of wosen
do not ancourage use of appointments svailable. igas women
sleep late and do ROt show for AN appaintaente, other

wosen have gifficulty in arranging appointasnts cutside of
work hours.
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Icanspartatian. Noasn who live cutside of walking distance
have trouble actemeing transportation. Nedicatd tn our
county will provide transpartation i€ clisnts call the day
tefore. Niddle and low tncome woean not on medicatd do not
have this luxury, and soms have ne phone to call for a ride,
or are unable to aveil the-sslves of this service.
Soxiconemntal cOntAGLNASAED. One wonders about the tapact of
anvironsantal contaaination on the IMR. What is 4t 4n thia
arwe that is diffarent than other census tracts? Is there
aore poliution from industrial wastas? Is it the water? Ia
the inversion effect of fog or sacp sore in these census
tracte? Is it the poor housing? Im it poverty?

« Is the INR high because of lack Of education in
araas that would prosote better outcomse for prenatal woasn
and infanta?

This short list is undoubtedly simplified and inadequats to
describe the wide reange of poseidle reasans for a hgh INR in
Broose County and the United States as & whole, Nowever 1t
sxprasses aany of comsunity health sducators concerns.

Some recommsndations that sight eosure better cutcoase for
pragnant wosan and infante in upetate New York and in the
Unitad Statss are containad in the following paragraphe.

A swicantesd L0C0AR for all prenatal wosen and sothers of
infants up to one yawr old to eliminate poverty in theee
groups. WIC eliainated tor this .
to Public Health Offices

secure ajequate health care and aducation. Counseling should
include adoption options. A1l pregnant woman should be able
to sign adoption papers, irresgardless of their age.
caunasiing aod sateross for fasily
violence, substance abuse and neglect of self or infent.
frae bealth care aod for all pregnant wosen
and infants. Medicaid certification wiiminatsd for this

blocks in the city or an indigencus eree in the rural areas
to be tamiliar with ¢the subculture of the arps ome So b
all the familias in their district. Access to approprists
profesaional consultation shom:ld be sasured.

105
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to provide translators for
foreign speaking prenatal women and aothara o ansure
adaquate health sducation and tresatssnt.
Frae child cArs. Noaen nead the sssurance thesr incoae will
not be forfeitad to the cost of child care. Chilg care can
koap avan a alddle incomas family st the poverty lsvel for
suny ysars and entices parents to have latch key children.
Child care will help promote adequate health care 1if prenatal
woRan and potherw of Ainfants can saek heaith care without the
burdan of taking other children to appointasnts.

W!mmrmu% TMlnv!thg-nf

Essrgancy Roome and cut dasmn health care coste arising froe
their use, will provide Continuity of care.

Crossts by educating the public and providing
sidwitfery education and practice sonetary incentives ¢o
practice in shortage areas. This is a valid altermneative.
Studies have shown thet siduives have bettor cutcomes than
physicians (fewer C-Sections and mschanical deliveries).

e fasily nurss scactitioners to thoir fullest capacities.
Family nures practitioners are family orientatad and are
trained to care and promote preventive heelth care. They

are health orisntad whare doctors are fliness oriented.
Fasily nurse preactitionere are able to and willing to take
the time to teach prenatzsl wosan about pregnancy, childbirth
and well infent care. Thay are readily avatlable to the
prenatal women and mothers of infants.

Iraveling yana to take physicians, sidwives or nuree
practitionsre to rural and high risk arcaz-to provide on site
care. Utilization of a roving van wauld ba more cost
effective than saintaining on site clindcs in gaveral places.
Exizcally fundad resssrch into environsental or other causes
students to make thew

s $a hish

avare of what professionals are needed in asternal and infant
health aream. fPfrosotion of and pre—-sslection of candidaten
tar prisary care profeseions.

sabtwre A0 cucal o high cish saStinge for
physicians, nurses and social workars. Teach thae in the
community setting where they are naeded. Most higher
education gows on in urban centers where HQh tech 1is used
svary day and super spacialists o the tesching. Students
are indoctrinated {n urtan specialty trainting and fear the
rural or high riek practices because thay have had no
practical experience or aducetion in these settings.
Inalvament of oucsing and amdical students in traveling vane
to ancourage practice in rural and high risk areas. Rowurds,
stipands or grants to participate wcould anhance the program.
ELoanRinl to primary cere phtysicians, sidwives,
fanily nurse practitioners, PHN's and social workers for
rurai and high risk practices. Fasily Medicine physicisns in
particular should be given cospensatory incCentives to the
upsost ability of the governasnt as Family Medicine
physicians can care for 97X Of all haalth probleee.
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Encauraging the use ot Faaily Medicine physiciane tn iteslf
would cut down on the use of sedical specialists and reduce
the coet of health care. Family Madicine physiciens are
trained toc work 4n canfunction with sideives, nuree
practitioners, social workers and PNN‘s to provide continuity
of care. This will promcte bhetter cutcoaes for rgh risk
prenatal wosen and tnfants. Practitioners need coverage to
sire adequate free time for family, lefsure and etudy to
ancourage thee to reasin in undesirable areas. Incentives to
practice in rural and high risk aresas would help snsure
adequate cross caverage of care,
Cinancial tf ARia) WCERi 3. BSocial workers are
one Of the poorest paid profesatonals in this country.
Health profesaionals agree that a large percentsge of
prenatal woasn and mothers of infante have socis! issuss
hindering goad outcomes. These fsaues revolve sround
pavarty, family violence, abuse, dysfunctional fasilies and
adgictive behavior. Social work intervention is imperative
to help resolve soee of thase issuss.

to protact

camlation miconaental bazargs
pragnant wosan and Tr%hnh fros contasinates.
i Saslaion to

saxacced advctisios
teach prenatal woaen and sothers of infants tmportant
information to prevent {nfant mortality.

In sussary, isplesenting thase recosmendations wiit
undoubtedly lower IMR and slter the effect of inadaquate
social support, hanlth education and health care in upstate
New York. Thay have the potential of being cost effective by
cutting buivaucratic red tape in deciding what wosen and
infants are wligibdle for certain services. The long tera
costs of poor outcomes in prenatal and infant heelth care
will be lowered and increased productivity of future
generations will be promotsd.

Respactfully subaitted,

Hielh Bk

Kathloen '.r*‘n.’ R.N.C.. M.A.
Haalth Educator

Faculty, Wilson Faaliy Practice
Residancy Progras

2

rIcBEST COPY AVAILNBLE

IToxt Provided by ERI



!

(Sd
o

t"‘x’

NN 223 8. Wise Piace Watertown, New York 13001 « (315) 7920480

JANICE L CHANCES
it Do
REANOR BEAION
Fromugort
Boang of Dvecars

O

ERIC

Aruitoxt provided by Eic:

196

ok [

July 26, 19%0

Honoroble George Miller, Chairs

Seiect Cormittee on Children, Youth and Families
Raom M2.385, House Otfice Building, Annex 2
Woshington, O.C, 20518

Dear Congres: won Miller:

Thank you ftor the opportunity to commnent rejarding
maternal and child heolth issues in upstate New
York.

tnfant mor ality rates can be positively affected
with greater smphosis bdeing placed upon
prevention, Prevention is not sexy nor does it
gttroct sympathy or ottention tike o neonatal
intensive car> vnit. Further, the results of
prevention o @ not inmediate ond therefore,
preventive heaith and education Is difficult tg
sels 1o funders,

The two most common cauvses of death in newborns
are pramaturity and low birth weight. In the
grectest percentage of casxes hoth prematurity ond
tow birth weight are preventabie. How? Through
eorly, reqguior, comprehensive preénatol) core which
inctudes risk assessment, educatian, nuiritien
supplementation (WIC), medical supervision, ond
core moncgement (socia! support services). The

cutcome will generatly he o full-term, narmal
weight newborn. ‘wundreds of thousands of dolilars
will be saved by investing thousonds of dollory in

prevwufive health, cducation ond suppoft services.

QU1

e



I

O

ERIC

Aruitoxt provided by Eic:

197

At-risk populations often need flnonciat hetlp and
education in arder to access comprehensive
prenatal and preventive healith care. Teenogers,
viinsured women, low Incame women, minority wamen ,
and substonce ebullng woen are awng the persons
that must ba targeted through widespresd cutreach
ond education effarts. Such efforts should
cleorly orticulate the need tor earty,
comprehensive prenatol core and discuss progroms
that help pay for such care.

tisuolly the programs that are mast succeasful in
mativating families to comply with sensible,
heclthy behaviors are those thot take the time fto
help the fanily to help themaelves. Therefore
funds shouid be targeted 1o community health
programs that are “family centered®, thot odvocote
for and support families, that empower fonilles
theough education, finoncict assistance ond case
manogement .

The “omen's tnlants gnd Children's Mutrition
program (WIC)} provides an ideal place to reach ot
risk fanities. Funds should be increased for I1his
progran as we!l! oz for prenatal ond pelmary hegith

core services thot operote, collodbotote

cooperate with existing VAIC Services.

Established comunity beolth services ond
providers should be encouroged to work together to
imprave health outcomes for women ond chlldren.
Funders shoutd offer incentives 1o pravofe tuch
aetwork or consortiun development to insure the

prudent vse of avaoiloble resources while reducing
costiy duptication.
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We have to stop Furing billions of dollors into
the developmen? of services ilke neonato!
Inrensive core units, We should Instead lounch a
sincere effori to reduce the need for such
exqentive services by preventing prematurity and
low birth weight infonts, We must teoch fomilies
how to stoy healthy.

Sincerely,

%:m'& C)(, g&déﬁ:

Jonice L. Tharles

Executive Director

Morth Country Children*s Clinic, Inc.
35 Empacl! Ploza

Water town, tlew York 13801

Ms. Chorles cheirs the North Country

Prenatal [Perinatol Councit, inc., a tri-county
network devoted to improving health outcomes for
ol mothers and children in Jefferson, St.
l.owrence, ond Lewis counties,

She is o member of the Mew York State Rural Health
Council, Mew York Stote Department of Heolth,
Albany, tew York.

{THE RzrorT EnTrrrn NorTH Country CHiLbREN'S CLINIC 18 RETAINSE IN CoMMIT
TEs FiLks:)
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cﬁvsdﬁ Cbunhy Childven's Cﬂbﬁa 1773

25 EMPEALL PLAZA
283 4. B WISR PLACK
WATERTOWN, NIW YORK 13601

ADMINISTRATIVE OFFICE: BB 7829450
WELL CNILD OFFICE: 318-763-0400

July 25, 1990
Dear Congressman Miller,

I am responding to your request for comments regarding how
best to improve infant and child health, Cur Adolescent
Pregnancy Program at North Country Children's Clinic followed
over 700 pregnant and parenting teen clients last year in the
Northern New York counties of St Lawrence and Jefferson.

Our nurse educators see teens on a daily basis who have
little knowledge of childbearing, and less of child gearing.
Most of thase teens are already Qdgh school dropouts when
they enter our Program, and hav en raised in

single parent families. They harbor i1l conceived ideas
regarding their reproductive potential. Once pregnant, poor
nutrition and smoking jeopsrdize that pregnancy. Once
deliverd, these young mothers tell of infant food intakes
that are based on whim and their own appetite for Kool Aid.

I assure you that we work diligently through the WIC program,
and on an individual basis, to teach reproduction, health,
nutrition, safety, and infant development to these teens. But
other interventions are needed.

I would urge you to consider an expansion of a full Family
Life Curriculum into the early and middle grades, (before
these kids drop out), ths introduction of school based
clinics, and curriculum and day care for pregnant teens
enabling them to stay in school. Full funding of the WIC
program with its educational component is also essential.

Thank you for this opportunity to express my thoughts.

Sincerely,

Mary ?oilans, R.N.

Coordipator, Adolescent Pregnancy Program

O
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